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PREFACE 


SCOPE AND PURPOSES OF THE STUDY 


A wide variety of organized health services and facilities have been 
established in Canadian communities over the years. With some exceptions, the 
trend has been for each programme to be developed independently in response 
to a particular health problem and without much consideration of its impact on 
other health services and on the overall pattern of community health services. 
Thus, in any one community, services and facilities may be provided by agencies 
of the Dominion, provincial, and municipal governments, by a wide variety of 
lay and religious voluntary organizations, and by proprietary agencies. In an era 
when medical science and technology and socio-economic changes have com- 
bined to produce a rapid proliferation of health programmes and facilities, there 
is growing concern over the effects of a largely unco-ordinated development of 
community health services. The resultant overlapping of service in some areas, 
gaps in service in other areas, and uneconomic use of skilled personnel and 
complex facilities, together with a tendency to overlook regular, objective 
evaluation of programmes, are hindering the provision of a balanced pattern of 
services for improving the health of the Canadian people. 


It is the general purpose of this project to observe, study, and make 
suggestions about organized community health services, whether they are 
provided under official or voluntary auspices or a combination of auspices. The 
scope, therefore, covers the public health department or health unit, the hospitals 
and related institutional facilities, rehabilitation, mental health, home care, 
ambulance services, health services for the aged, and the voluntary health 
agencies. In so far as they are related to the effective provision of the organized 
health services, the work of practising physicians and dentists and the services of 
official and voluntary social welfare agencies come within the project’s scope. 
Finally, it is necessary to look at the relationship of community services to those 


provided on provincial and national bases. 


The specific purposes of the study are: 


1. To outline the current picture of organized community health services. 

2. To judge the extent and kinds of such services needed at present. 

3. To make suggestions for the future development of organized community 
health services. 

4. To suggest ways for co-ordinating more effectively the planning and 
provision of organized community health services. 


XVI ROYAL COMMISSION ON HEALTH SERVICES 


5. To suggest ways for improving the co-ordination of organized community 
health services with other health and welfare services. 


THE STUDY METHOD 


Field studies of the health service patterns in four Ontario communities 
were carried out. The communities studied were selected as examples of four 
different types of community: a large metropolitan area,1 a medium-sized city,? 
a rural small town area,*? and a semi-isolated area.* It is not contended that they 
are either ‘‘average” or “typical” in the strict research sense. Although only 
four field studies could be made because of limitations of available personnel, 
time, and finances, it is felt that they serve as useful general illustrations of 
the kinds of problems which arise in providing organized health services in 
different types of community. 


Three of the study descriptions are based on personal visits to such people 
and agencies as the official health department or unit, members of the local 
board of health, the municipal clerk-treasurer, the hospitals, the local medical 
and, where possible, dental society officers, official welfare officials, voluntary 
health and social service organizations, facilities and services for special groups 
of people, for example, the aged and those needing rehabilitation, education 
authorities, and other knowledgeable citizens. 


The method of study had to be altered for Metropolitan Toronto because of 
the multiplicity of organizations, both official and voluntary, which provide 
health services in the area. Except for the public health departments and units to 
which specific visits were made, sources of collected information and personal 
knowledge of the area were used. Only the work of the local public health 
departments has been described in the Toronto study, since extensive, published 
information is readily available on other health and welfare services in 
Metropolitan Toronto. 


The detailed field study descriptions and directly related comments have 
been placed in appendixes, since they are meant to serve primarily as 
illustrations.” In the body of the study only brief summaries of the various 
organized community health services are presented, together with a discussion of 
problems and issues related to the present and future provision of the services.® 
A number of suggestions arising from our consideration of the findings are 
presented both where they arise in the discussion of specific health services and 
also in summary form in Chapter V.7 The main administrative suggestion, to 
which frequent general references are made in Chapters I-III, is presented in 
broad outline in Chapter IV. 


1Metropolitan Toronto. 

2Peterborough. 

sHuron County. 

‘District of Timiskaming. 

°“Appendix I, Peterborough, pp. 173-218. Appendix II, Huron County, pp. 219-261 Appendix III, 
District of Timiskaming, pp. 263-297, Appendix IV, Metropolitan Toronto, pp. 299-317. 

°Part I, Chapters I-III, pp. 11-68. 

7Chapter V, pp. 75-87. 

‘Chapter IV, pp. 69-73, 
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For reasons of limited staff, time, and finances and also to eliminate 
interprovincial variations as influences on comparisons among the study com- 
munities themselves, it was decided to conduct the field studies in one province, 
Ontario. A basic assumption in using this approach was that, although there may 
be considerable variation from province to province in the precise administra- 
tive structures for providing any specific service, the basic kinds of organized 
service in communities of comparable size and nature are broadly similar. There 
are issues and problems of planning, organization, staffing, financing, and 
co-ordination, whatever the administrative pattern. 


A working document, describing the findings and problems in Ontario, 
together with preliminary suggestions, was sent to each of the provincial deputy 
ministers of health and to the senior hospital plan administrator in any province 
where the provincial hospital plan administration is separate from the provincial 
Department of Health. The accompanying letter described the purpose of the 
study and stressed the awareness of the authors that differences in administra- 
_tive patterns for public health and other services affect some of the problems 
and issues to be found. Comments were requested on the problems, issues, and 
suggestions presented in the working document, as they might or might not be 
relevant for the provinces other than Ontario. It was also made clear that any 
comments would remain anonymous. 


In addition, each deputy minister received a summary outline of organized 
community health services in his province, as prepared from available sources. It 
was requested that the outline be added to and otherwise corrected, so that a 
fair and accurate “capsule view” of service patterns in each province would 
result. The factual summaries were subsequently added to by the authors to 
make the outlines of services more comprehensive. The descriptive outlines are 
presented in Chapter VI of this study,! together with the comments received on 
the relevance of the study findings and suggestions to the other provinces. 


| Finally, the working document was also sent for comments to selected 
people outside the provincial administrations in the various provinces. Their 
comments are also included anonymously in Chapter VI.? 


In spite of obvious reservations about the study approach, the generally 
warm and frank responses of our colleagues in the other provinces indicate that 
the basic assumption was sound. Definite administrative differences exist from 
province to province but many, if not most, of the problems and issues are 
common. In the replies general administrative differences were indicated and in 
most instances valuable comments were made on our main administrative 
suggestion and on many of the specific programme suggestions. It is, however, 
our firm opinion, that it would be desirable to carry out similar studies in each 
of the other provinces. 


From a consideration of the community health service patterns in the 
provinces other than Ontario and of the comments received, some general 


1Chapter VI, pp. 91-165. 
2Ibid. 
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comments only on the suggestions made for Ontario, as they may or may not be 
relevant for the other provinces, have been presented in Chapter VII.? 
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1Chapter VII, pp. 167-169. 
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We wish to emphasize that the comments and suggestions in this study are 
our responsibility alone. We hope that those who have assisted us and that those 


who may read the study will forgive us for any inadvertent inaccuracies and 
omissions which it may contain. 


| John E. F. Hastings, M.D., D.P.H. 
February 28, 1963. William Mosley, M.D., D.P.H. 
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INTRODUCTION-THE 
EVOLUTION OF ORGANIZED COMMUNITY 
HEALTH SERVICES IN CANADA’ 


THE COLONIAL PERIOD 


From the first years of European settlement in Canada there were health 
problems of a nutritional nature, such as scurvy, and epidemics such as smallpox. 
From time to time, ordinances were enacted in an effort to control some of the 
problems. Thus, in 1707, a law to control the sale of meat in Quebec was 
proclaimed and, about the same time, other ordinances concerned such matters 
as the cleanliness of streets and private dwellings. In 1721, a quarantine station 
for ships was established at Isle aux Coudres. However, periodic outbreaks of 
epidemic disease and nutritional problems continued to bring much suffering 
and death to the settlers and to the indigenous Indians. 


Under the auspices of orders of the Roman Catholic Church, hospitals were 
founded for the care of the sick and injured. The first was the Hotel-Dieu in 
Quebec in 1639. This was followed by the Hotel-Dieu in Montreal in 1644. Two 
small buildings for the insane were built in 1714 in Quebec, and, later, limited 
facilities were provided in Montreal. Some mentally ill people were believed to 
have been sent back to France. Ships surgeons and apothecaries are known to 
have been members of the early groups who came to Canada. The first 
permanent surgeon-apothecary seems to have been Louis Hebert who came to 
Quebec in 1617 as resident physician and surgeon and who also gained fame as 
the first permanent farmer.” 


It is also noteworthy that from 1608, the parochial registration of births, 
marriages, and deaths was required and that from 1667 a duplicate copy was sent 
to the Juge Royal. 


1The sources of historical information presented in this chapter, unless specifically noted, are: 
John J. Heagerty, Four Centuries of Medical History in Canada. (Toronto: The Macmillan 
Company of Canada Limited, 1928.). : 
Peter H. Bryce, “The Story of Public Health in Canada,” A Half Century of Public ea =; 
Mazyck P. Ravenel (New York: American Public Health Association, 1921), p. 56. The Fe a 
and Provincial Health Services in Canada, ed. R. D. Defries (2d. ed. rev.; Toronto: Canadian 
Public Health Association, 1962). fgets Aap 
Canada, Department of National Health and Welfare, Research and Statistics aoe The 
Administration of Public Health in Canada, Health Care Series, Memorandum No. 3, . 


2In 1606-07, he had spent a winter at Port Royal in Acadia (now part of Nova Scotia). 


2 ROYAL COMMISSION ON HEALTH SERVICES 


During the British colonial period little interest was shown in organized 
community health measures until the first part of the nineteenth century. In 
some urban centres there was periodic enforcement of general regulations on 
cleanliness and the sale of food products. Gradually, additional hospitals were 
founded under both religious and lay auspices. Doctors, of whatever training, 
were few and far between. Except in the larger communities, most people were 
born, lived, and died without the benefits, such as they were, of trained medical 
help. In Nova Scotia, registration of births, marriages, and deaths was required 
from 1761. A port quarantine act for Halifax was enacted in the same year. In 
1795, an act was passed in Lower Canada to permit ships to be quarantined. It is 
known that individual smallpox vaccinations, using vaccine lymph obtained 
from England, were carried out by doctors in Quebec and in Yarmouth in 
1801-02. In 1821, a Vaccine Institute was established in Lower Canada. However, 
vaccination did not become a general practice for some years to come. Smallpox 
and other epidemic diseases continued to produce periodic havoc among the 
growing colonies. 


The outbreak of a massive cholera epidemic in 1832, following the arrival of 
large numbers of Irish immigrants seeking to escape the famine and appalling 
living conditions in their own land, led to the first widespread public health 
measures. The seaports were ill-equipped to cope with the deluge of sick and 
dying people and the hospital and medical resources were soon overwhelmed. 
The epidemic spread rapidly to the people of the colonies. A board of health was 
set up at Quebec and a maritime quarantine station at Grosse Isle nearby. The 
legislatures of Lower Canada, Nova Scotia, New Brunswick, Upper Canada, and 
Newfoundland passed legislation in 1832-33 for the establishment of local boards 
of health! in an effort to control the outbreak. However, these boards were not 
permanent and once the outbreak had subsided they became inactive. 


An outbreak of typhus fever in 1847 and the re-appearance of cholera in 
epidemic form in 1849 caused the newly established parliament of the united 
provinces of Upper and Lower Canada to establish a Central Board of Health. 
Under the legislation, in any area designated by proclamation, the chief muni- 
cipal officer was empowered to constitute a local board of health. In turn such a 
board was required to appoint a medical officer of health to combat the epidemic. 
As in the earlier instances, the measures were regarded as emergency ones to be 
enforced only when an outbreak existed or was likely to occur. 


A few urban centres, such as Quebec in 1840, gradually established 
permanent boards. After further serious cholera epidemics in 1854 and 1865, 
further local boards remained active, but most ceased to function once the threat 
had eased. 


At the time of Confederation in 1867 the main problems of the public health 
in Canada were the recurring epidemics of communicable diseases, such as 
cholera, typhus, and smallpox. The only major control technique was maritime 
quarantine. Provision was also made for rudimentary facilities for the care for 
those who became ill and for assuring proper burial of those who died. 
Otherwise public health was considered to be purely of local concern about 
matters, such as the control of filth and smells and the provision of basic medical — 


1For example, in 1833 a board of health was established for Toronto and the surrounding area. 
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relief for the poor. The extent of interest in implementing even these measures 
varied widely from one community to another. 


Hospitals were gradually established in the larger communities under either 
religious or lay, voluntary auspices. They served chiefly the poorer groups in 
society and were regarded as a place of last resort because of the high mortality 
among those who entered them. Surgery was extremely hazardous at best; in 
hospital there was an added risk of post-operative infection. Skilled nursing was 
non-existent. People who could do so arranged for care at home. 


In Lower Canada, the care of the mentally ill was entrusted to religious 
communities and to families to whom they were “farmed out’? under contract. 
Elsewhere early facilities for care were the poorhouses and jails. In 1841, the old 
jail in Toronto and subsequently part of the old parliament buildings were taken 
over for this purpose. An asylum was built in 1850 and thereafter over the next 
decade several more were constructed. Asylums were built in 1845 at St. John’s, 
Newfoundland, in 1847 near Charlottetown, in 1848 at Saint John, New 
Brunswick, and in 1857 near Halifax. Although these were some improvement 
on the earlier improvised jail and poorhouse facilities, conditions were generally 
harsh and the care was restrictive and custodial in nature. Here and there, 
enlightened directors, such as Dr. Joseph Workman in Toronto, succeeded in 
introducing reforms to alleviate some of the more harsh aspects of care. 


THE LATE NINETEENTH AND EARLY TWENTIETH CENTURIES 


The British North America Act of 1867, which created the Dominion of 
Canada, made few specific references to matters of health. Sections 91 and 92 
placed responsibility for “quarantine and the establishment and maintenance of 
marine hospitals” on the Dominion Government and powers related to “the 
establishment, maintenance and management of hospitals, asylums, charities 
and eleemosynary institutions in and for the provinces, other than marine 

| hospitals” were assigned to the provinces. Subsequent constitutional interpreta- 
tions have placed the major responsibility for health measures and services 
on the provinces. 


The middle and later years of the nineteenth century saw a radical change in 
man’s knowledge of disease causation and the development of organized 
community health measures. During the early years of the Industrial Revolu- 
tion in Britain, there was gradually increasing concern over the appalling living 
conditions of workers in the industrial cities and over the accompanying fearful 
toll of human life and industrial productivity. This period also coincided with the 
religious revival and the work of the great reformers, such as Wilberforce. In 
1842 Edwin Chadwick’s “‘Report on the Sanitary Condition of the Labouring 
Population of Great Britain” for the House of Commons pointed out in dramatic 
terms the extent of the horrible conditions under which the poorer people lived 
and their markedly lower life expectancy as opposed to the middle and wealthier 
groups in society. As a result various health measures were passed and these 
finally resulted in the establishment of a central health authority which in turn 
placed responsibility on the local municipalities for matters of public health. The 
culmination of these moves was the passage of the English Public Health Act of 
1875. 
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The Public Health Act in the United Kingdom in 1875 had a marked 
influence in Canada. Each province, starting with Ontario in 1884, passed a 
Public Health Act, essentially based on the British Act. These Acts required 
every municipality to appoint a local board of health, a medical officer of health, 
and a sanitary inspector. As the western provinces developed, they too passed 
public health legislation. Previously some of the larger cities had appointed 
medical officers of health, usually on a temporary basis, as were the boards of 
health established from time to time to combat epidemics. Under the new 
legislation, the appointments were of a permanent nature. Concern was chiefly 
with the control of communicable diseases, environmental sanitation, and the 
provision of medical assistance for the poor. 


The latter part of the last century also saw the great discoveries by Pasteur 
and his successors. Their work led, over succeeding years, to the development of 
specific regulatory measures and of specific biological products which could be 
used on a community-wide basis for the prevention and control of many 
communicable diseases. Thus, during the early decades of the present century, 
organized public health services through the establishment of safe water 
supplies, of pasteurization of milk, of food control, and of other environmental 
control measures and through the wide-spread use of preventive inoculations 
were able to make dramatic headway against the epidemic scourges which for so 
long had plagued man. 


Hospitals too felt the impact of change. The earlier work of men such as 
Semmelweiss and Lister when linked with Pasteur’s discovery resulted in the 
trend to antiseptic and, in time, to aseptic hospital techniques. Florence 
Nightingale and her successors altered hospitals in design and internal function- 
ing and changed nursing into a skilled profession. In 1873, Dr. Mack started the 
first professional nursing course in Canada at the General and Marine Hospital in 
St. Catharines, Ontario. Surgical and anaesthesic methods also improved and 
gradually have lost much of the risk formerly associated with them. As the West 
was opened up and new provinces became a part of the Dominion, hospitals also 
were established in these areas. Although many were operated by religious 
orders or on a lay, voluntary basis as in the East, many others were built and 
operated by municipalities or by a combination of municipalities as union 
hospitals. 


Except in Quebec, mental hospitals continued to be a provincial responsibil- 
ity. In 1897, the Muskoka Cottage Sanatorium was built in Ontario by a 
voluntary association, the National Sanitarium Association, which had been 
formed by citizens interested in Trudeau’s work in the care of tuberculosis 
patients in the United States. Subsequently sanatoria were built under either 
provincial or voluntary auspices in the other provinces. 


The latter part of the nineteenth century and the early years of the present 
century were periods of rapid population and economic growth for Canada. The 
extension of education on a public basis, the influx of immigrants from Europe, 
the rising material prosperity, the impact of religious concepts of responsibility 
for one’s neighbours, the changing socio-economic views of society’s leaders, the 


rapid growth of democratic political patterns, and the development of better | 


forms of communication and transportation were some of the influences which 
combined with the revolution in man’s knowledge of disease, its prevention, and 
control to alter completely the older pattern of health services. 
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THE MODERN PERIOD 
Public Health 


| In the period after World War I, public health attention extended from the 
purely environmental aspects of community health control to include school 
health services and maternal and child health services. Stress was laid on 
education about measures for personal health and hygiene, as well as on the 
provision of special protection through immunization procedures. These develop- 
ments led to the creation of a new public health worker, the public health nurse. 
Public health concern has extended to include such activities as screening 
programmes for the early detection of disease, endeavours to cope with newer 
environmental hazards in man’s environment, both physical and social, for 
example, air pollution, irradiation hazards, and poor housing, and, in some areas, 
the provision of certain direct personal services, such as a visiting nursing 
service. 


There has been a rapid development of public health services at all levels of 
government. General preventive measures for individuals and groups, group 
case-finding, health education and personal health supervision, and many 
regulatory activities are now carried out at the local community level. Larger 
municipalities developed full-time public health departments. However, in rural 
areas it was not economically possible to do so nor was it possible to obtain 
necessary staff. The idea of a health unit, formed by a combination of smaller 
“municipalities was introduced to permit the maintenance of a full-time pro- 
gramme provided by full-time staff members. In 1921 a trial project was 
established in Saanich, British Columbia. In 1926 the first full-time health unit 
was established in Beauce County in Quebec. Since then full-time health units in 
rural areas and municipal departments in larger urban communities have been 
established in all provinces. The majority of the population is now served by 
full-time community public health workers. 


The role of the provinces at the beginning was limited to general regulatory 
-and supervisory functions and, therefore, full-time provincial health depart- 
“ments were not formed in the early years. All provinces now have well-estab- 
lished provincial departments responsible for public health matters. Their role 
grew to include the provision of financial assistance to local public health 
programmes, and extensive consultative and technical services, such as labora- 
tories, maternal and child health, epidemiology, public health nursing, health 
education, vital statistics, nutrition, occupational health, environmental sanita- 
tion, and dental health. Finally, the development has led, in most provinces, to 
the direct provision by the province of local public health services through 
health units, except in the case of large cities. On the other hand, in Ontario, 
local autonomy in the provision of local services has continued. 


No formal department in the Dominion Government was formed until 1919. 
The Dominion’s public health activities were largely in matters such as maritime 
quarantine, the health of potential immigrants, environmental health services on 
federal projects and interprovincial carriers, food, drug, and narcotic control, 
national vital statistics, and direct health services for Indians, Eskimos, veterans, 
the armed forces, and sick mariners. In 1944 the Department of National Health 
and Welfare was formed. Activities have been extended to include the provision 
of substantial grants-in-aid to the provinces for various types of public health 
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services, for professional and technical training, and for research under the 
National Health Grants programme and, more recently, for hospital insurance 
and diagnostic services under the Hospital Insurance and Diagnostic Services Act 
of 1957. Extensive consultative and laboratory services are available to the 
provinces. Also the Dominion has developed services for general planning and 
research on health care programmes and in international health. 


Medicine and Hospitals 


The present century has seen changes in medical education as radical as 
those in public health under the impact of scientific developments and the efforts 
of men, such as Flexner and Osler. Scientific and clinical medicine has come to its 
full flowering and in turn has changed the whole pattern of providing organized 
health services in the community. Improved knowledge and skills require ever 
better facilities for their application. The paradox of the scientific and technolog- 
ical revolution is that it has diminished relatively the capacity of the individual 
doctor to meet man’s health care needs at the same time as it has vastly increased 
the capacity of medicine as a whole to do so. As in so many other fields of science, 
the pressures of new knowledge have forced specialization of functions, a divi- 
sion of labour and the development of organized patterns for providing health 
care. Circumstances are turning the provision of health care into the work of an 
interdependent team with interdependent facilities. To give full and effective 
service to his patients, the family doctor of today has to make use of hospitals 
with their specialized staffing and facilities, of many kinds of specialists to whom 
he refers more complex cases, of important paramedical personnel, such as 
nurses, physiotherapists, social workers, and technicians, and of many communi- 
ty resources, such as public health service, visiting nursing services, home care 
services, mental health services, ambulance services, and rehabilitation services. 
This specialization of function is both necessary and inevitable but it has also 
created problems and is an important root of many of the issues which today are 
faced in the provision of health services. 


Hospitals also have felt the impact of change. The once fearsome institution 
where one only went as a last resort has become a symbol of healing where one 


expects, if not always cure, at least some alleviation of suffering. For the doctor, — 


the hospital has become a real centre of scientific medical work. This is especially 
true for the specialist. There has been a trend, in teaching hospitals and in large 
urban hospitals, to the appointment of specialists as staff doctors, in some few 


cases on a full-time, salaried basis. The trend in most urban hospitals is towards | 
specialist department heads and to limitations on the hospital privileges of the 


general practitioner. There has also been an awareness of the need for some 
differentiation within the hospital pattern based on the seriousness of illness and 
on the degree of skilled care and special facilities required. This has closely 


paralleled the growth of specialization within medicine itself. Advances in 
scientific knowledge also have resulted in increases in the numbers of profession-_ 


al and technical paramedical staff members and in the need to purchase much 
expensive equipment. All of these developments have contributed to a steady 
rise in hospital costs. 


The hospital changes just described have occurred chiefly in the large, | 
growing urban centres which now contain well over one-half of the Canadian | 
population. In smaller urban centres and rural areas on the other hand the small - 


general hospital in the local community to which all doctors belong continues to | 
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be the general pattern. Serious questions are being raised about the type of 
work which should be carried out and about the quality of care possible in such 
undifferentiated hospitals with limited professional, auxiliary, and technical 
personnel, limited facilities, and a scarcity of ready consultant service in 
emergency situations. 


Until recently, activity by the provinces in the direct provision of hospital 
service was restricted to maintaining and financing care in mental hospitals and 
tuberculosis sanatoria. Then during the depression of the 1930’s many 
municipalities found themselves unable to meet the costs of basic assistance, 
including hospitalization, for their indigent citizens. Provincial assistance to 
general hospitals and towards plans for financing basic medical care for specific 
indigent groups began and has steadily grown. This was carried forward by the 
‘need for more extensive care for people with certain types of disease, for 
‘example, poliomyelitis and cancer. Then provincial hospital insurance pro- 
grammes were developed after World War II in several provinces.! 


Under the federal Hospital Insurance and Diagnostic Services Act of 1957 
and complementary legislation in each province, the operating costs of hospitals 
are now covered through provincially operated plans.? A good deal of supervision 
and advice on planning and operating hospitals are provided by the divisions 
concerned with hospitals and the hospital plans either in provincial health 
departments or in separate provincial hospital commissions. As well, extensive 
federal and provincial grants for hospital construction, extension, and renovation 
are now made. 


Rehabilitation 


Since World War I extensive rehabilitation programmes have been 
developed for injured workmen, through provincial Workmen’s Compensation 
Boards, and for the armed forces and veterans by the Dominion Government. 
Voluntary agencies have also played an important role in demonstrating the 
worth of rehabilitation for certain types of disease. However, rehabilitation 
services for the general public have been slower to develop until recently. 
Recognizing a need to use services and facilities to better advantage, a few 
‘communities have established voluntary rehabilitation councils.* Many larger 
communities work through voluntary social planning and health and welfare 
councils, which have wider interests than just rehabilitation. These have given 
energetic and constructive leadership but they face problems arising from the 
special interests of groups and organizations and from an inability to co-ordinate 
activities except where a willingness to co-operate exists. 


1Newfoundland has had a medical and hospital care programme for the people in the outports 
since 1935 but joined Canada as a province only in 1948. Provincial hospital insurance Se as 
begun in 1947 in Saskatchewan, in 1949 in British Columbia, and jointly with indivi oe 
municipalities in 1950 in Alberta. Manitoba began a plan in 1957 under which the Province pal 
standard ward costs after the first 180 days. 

2The Dominion shares on the average 50 per cent of the agreed standard ward operating costs 
of hospitals, excluding mental and tuberculosis sanatoria, and any agreed out-patient services. 


3For example, Ontario County and the City of Oshawa in Ontario have set up an Area 
Rehabilitation Council. 
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Organized Home Care 


In several communities,! organized home care programmes have been 
demonstrating that sick people can be cared for outside the hospital and that 
others can be returned to their homes and activity more quickly. However, most 
places still have either only visiting nursing services” or no services at all. In a 
relatively few communities voluntary agencies provide some homemaking and 
physiotherapy services. 


Care of the Aged 


Closely related to home care is the care of older people. With the trend to 
urban living, there has been a change in housing patterns to apartments or to 
smaller houses. Many older people are no longer cared for in their own homes or 
by their own families. At the same time, more people are living longer. More 
homes for older people have been built. These homes, although originally 
designed to serve mainly people in lower income groups, are being used 
increasingly by people in higher income categories as well. There is a gradually 
increasing awareness of a need for a diversity of facilities in the community, such 
as low rental flats, organized home care services, and recreational facilities, to be 
provided under both official and voluntary auspices. Services for older people are 
in the developmental phase as yet in Canada and to date efforts at co-ordination 
have been fairly limited. In some communities older people themselves have 
formed Senior Citizens Councils, together with other interested people and 
agencies. 


Mental Health 


One of the most serious problems for many years has been that of mental 
illness. At a time when little was known about causation and treatment methods 
were limited, the large provincial mental hospitals provided chiefly custodial 
care. In recent years, developments in medical knowledge have resulted in many 
patients being returned to the community. In most provinces permanent and 
travelling mental health clinics providing certain diagnostic and follow-up 
services for some communities have been established, either through provincial 
mental hospitals, local health departments, or under voluntary auspices. 


Voluntary Agencies 


The growth of voluntary agencies of all types has been an important factor 
in the provision of health services. The particular services provided are affected 
by existing official health and welfare programmes since a voluntary programme 
often is begun to fill gaps, to stimulate new programmes, or to provide personal 
health needs which are not available under legislation. However, there are 
difficulties in co-ordination, of overlapping interests, and in adapting pro- 
grammes to changing needs. Increasingly, problems are arising from the 
limitations imposed by financing through public philanthropy. Many voluntary 
agency services today depend heavily on public grants from different levels of 
government as well as on the generosity of the public for financial support. | 


| 
i 


1Winnipeg, Quebec, Toronto, for example. | 


°Provided either by the Victorian Order of Nurses, a voluntary agency, or by local public. 
health departments. 
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CHAPTER I 


LOCAL PUBLIC HEALTH SERVICES 


ORGANIZATION, STAFFING AND GENERAL FUNCTIONS 
AND FINANCING 


The General Pattern in Ontario 


The Public Health Act of Ontario! requires every municipality to appoint a 
local board of health, except when two or more municipalities have agreed to 
form a health unit. Then a board of health for the entire area is appointed as laid 
down in the provincial Order in Council establishing the health unit. This health 
unit board replaces the formerly separate municipal boards of health. 


The board of health of a municipality is appointed by the municipal council 
at its first meeting each year. The size and general composition of municipal 
boards of health are set down in the Act. They vary with the status and size ofa 
municipality and room is left for local variation as to whether a majority of the 
members are municipal councillors or are non-elected but interested ratepayers. 
The chief elected member of council? and the local medical officer of health are 
members of the municipal board of health. The municipal clerk usually serves as 
the board’s secretary, except in large municipalities where a separate secretary 
is appointed as a rule. 


The board of health of a health unit is constituted according to the terms of 
the specific provincial Order in Council which established the unit. One member 
is appointed by the Lieutenant-Governor in Council.’ The procedure for appoint- 
ing the other members varies with the nature of the health unit area. For 
example, if an entire county has formed a health unit then these members would 
be appointed by the county council, which contains representatives of the locally 
elected, municipal councils. In cases where either two or only a few local 
municipalities have formed a health unit, the constituent, locally elected councils 
would appoint representatives, in general, proportionate to their populations. 
The provincial representative is appointed for a term of three years, which is 
renewable at the pleasure of the Crown,‘ whereas the other members are 
appointed annually by the appropriate council or councils. The medical officer of 
health for a health unit is rarely a member of the board of health. The county 


1Revised Statutes of Ontario, 1961. Unless otherwise noted, any requirements mentioned in this 
section of the study refer to the Act and regulations made under it. 


2Mayor or reeve. 
3In practice, by Order in Council. 
“In practice, the Ontario Government. 
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clerk-treasurer is usually the secretary of a county health unit board. Where a 
health unit does not cover a full county then the secretary usually is the clerk of 
one of the constituent municipalities. He may, however, be someone other 
than the county clerk or a municipal clerk. 


The duties of a board of health are, in general, to oversee and ensure the 
carrying out of the requirements of the Public Health Act, regulations made 
under the Act, and any county or local municipal by-laws on public health. 
Local boards of health are almost wholly autonomous in Ontario. The Ontario 
Department of Health has certain general supervisory powers but its chief 
functions in relation to local public health services are to stimulate activities, to 
offer special consultative and other services, to administer applications from local 
boards for grants under the National Health Grants programme,! to relay the 
funds so obtained, and in the case of health units only, to pay a general grant 
towards operating costs.2 Local boards of both municipalities and health units 
prepare their own budgets for submission to the council or councils concerned 


for approval. A budget may be amended before being passed. The council or : 


councils provide the accepted budget revenues from local tax funds.* 


Every local municipal council and, in the case of a health unit area, every 
health unit board of health is required to appoint a legally qualified medical 
practitioner to act as medical officer of health. In most large municipalities, such 


as cities and other heavily populated municipalities, and in all health units, he is 


employed on a full-time basis and must have special qualifications in public 
health.4 In smaller municipalities the medical officer of health may be appointed 
on a part-time basis and need not possess special qualifications in public health. 
He is appointed and paid by the local board but cannot be dismissed without the 
permission of the provincial Minister of Health. 


Other basic staff members include public health nurses,” sanitary inspec- 
tors,® and secretarial and clerical staff. They are employed on a full-time basis 
in larger municipal health departments and in health units but in smaller 
municipal departments may serve on a part-time basis only, if they are retained 
at all. In a small rural municipality, a part-time medical officer of health may 
serve alone and use the municipality’s clerical services as required. 


Other staff members employed on either a full-time or part-time basis by 
some municipal health departments and health units include dental public health 


10ffered by the Dominion Government to the provinces for general public health, training, 
public health research, hospital construction, laboratory and X-ray services. Some are outright 
grants and some are matching grants. 


2No general provincial grants are made to municipal boards of health though small grants for 
specific purposes, for example, a venereal diseases treatment clinic, may be made on occasion. The 
board of health of a health unit receives a percentage grant which varies from 50 per cent of the 
baseline service budget for rural health units down to approximately 25 per cent for semi-urban 
health units. 

%Local funds are obtained from a property tax. 


4A Diploma in Public Health or its equivalent from a University School of Hygiene or Public 
Health. Some have the additional qualification of a certificated specialist in public health of the 
Royal College of Physicians and Surgeons of Canada but this is not required. 


°*Public Health nurses must have a Diploma in Public Health Nursing or its equivalent from a 
University School of Nursing. 


‘Sanitary inspectors in full-time positions must hold the Certificate in Sanitary Inspection 
(Canada) from the Canadian Public Health Association. Their title is to be changed officially in 
1964 to public health inspector and the qualification to the Certificate in Public Health Inspection 
(Canada). 
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officers,’ veterinary public health officers, health educators,? medical social 
workers,* registered nurses,” and registered nursing assistants.* Most pro- 
grammes also obtain the part-time services of local physicians and dentists on 
a fee arrangement to assist in clinic and sometimes school programmes. In a 


few large municipalities, the services of specialists in fields such as paediatrics 


and psychiatry may be obtained on a part-time sessional basis or, in certain 


instances, on a full-time salaried basis. Though these additional staff members 


may be employed by a board of health from its own funds alone, almost always 
their employment depends upon the obtaining of National Health Grant assist- 
ance. 


Discussion of Field Study Findings‘ 


Organization 


Huron County has a health unit providing full-time services for the 53,805° 
people in the county. The City of Peterborough has a municipal health 


department which provides full-time services for the approximately 47,185° 
people in the city. In the District of Timiskaming, full-time services are provided 


by the Timiskaming Health Unit for 48,207'°of the 50,971'' people in the district. 
The municipalities which chose to remain outside the unit have appointed local 
practising physicians as part-time medical officers of health. Metropolitan 
Toronto is composed of 13 municipalities with an estimated 1,621,849 people.’ 
Seven of the municipalities have full-time health departments, including a 
health unit serving two of the municipalities}® which serve a total estimated 


population of 1,536,320 people!‘ The other six municipalities, with an estimated 


total population of 82,467 people)® have part-time medical officers of health. 


There is a local board of health for each of the municipal health depart- 
ments and health units studied. As might be expected from the description of 
the composition of local boards of health in the previous section of this chapter,!® 


1The qualification of a Diploma in Dental Public Health or its equivalent from a University 
School of Hygiene or Public Health is preferred but not required. 


°The qualification of a Diploma in Veterinary Public Health or its equivalent from a Uni- 
versity School of Hygiene or Public Health is preferred but not required. 


®The qualification of a Certificate in Public Health (Health Education) or an equivalent 


| special qualification from a University School of Hygiene or Public Health is preferred but not 


required. 
‘Hither a University Bachelor’s or Master’s Degree in Social Work or other acceptable 


qualification in social work is preferred but not required. 


“Registered as a nurse under The Nurses Act, 1961-62 (Ontario), after education in an approved 
university or hospital or independent School of Nursing and an examination. 

°Until recently, in Ontario they were known as certified nursing assistants. Under The Nurses 
Act, 1961-62 (Ontario), they are known as registered nursing assistants. They must have trained 
in an approved school and have passed the required examination. 


“For specific details, reference should be made to Appendixes I-IV, 

‘Dominion Bureau of Statistics 1961 census data. 

°Dominion Bureau of Statistics 1961 census data. An annexation, effective as of January 1, 1963, 
raised the population to just over 50,000 people. 

“As estimated in the 1961 Annual Report for the Timiskaming Health Unit Board of Health. 

“Dominion Bureau of Statistics 1961 census data. 

Dominion Bureau of Statistics 1961 census data. 


1 'Township of East York and Town of Leaside. 

‘Dominion Bureau of Statistics 1961 census data for the combined populations of the City of 
Toronto, Township of Etobicoke, Township of Scarborough, Township of York, Township of 
North York, Township of East York, and Town of Leaside. 

14Dominion Bureau of Statistics 1961 census data for the combined populations of the Town of 
Mimico, Town of New Toronto, Town of Weston, Village of Forest Hill, Village of Long Branch, 
and Village of Swansea. 

10 See p. 11. 
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the boards show considerable variation as to the proportions of members who 
are municipal councillors and who are non-elected but interested ratepayers. 


The effectiveness of a board depends largely upon the continuity of 
membership and objectivity of its members. Some municipal council representa- 
tion is desirable since this permits liaison in planning and financial matters. On 
the other hand, a board composed of a majority of elected municipal councillors 
may lack continuity in membership and a primary concern with health matters. 
Boards with a majority of interested citizens who have no direct municipal 
political interests appear to be more effective in studying objectively proposals 
brought to them on health matters.! Size also may be a factor. One of the health 
unit boards has some 20 members because each municipality wishes to be: 
represented. Such a board may prove unwieldy. 


The medical officer of health is rarely a member of the board in a health 
unit, whereas in municipal departments he is. It would seem that the former 
arrangement is better since it is difficult to be a voting member of a 
policy-making body for which one is also the chief administrative officer. His 
position should be that of a technical expert, a sort of executive-secretary. He 
would still attend meetings of the board but always in a non-voting capacity. 


The municipal clerk or a member of his staff is usually the secretary of a 
local board of health. He is supposed to bring liaison between board and 
municipality administration and financing but he is also supposed to be the 
servant of the board. Especially in smaller communities and in rural county 
health unit areas, the municipal clerk may gain considerable de facto policy- 
making power, partly because he is the only person with continuity of office who 
knows the details of municipal functioning.” In our view the secretary of a board 
of health should have his role more clearly defined, so that he is in fact as well as 
in name the servant of the board. 


It is also our opinion that modifications in the pattern of local public health 
organizations in Ontario are necessary if the organizational problems created by 
almost total local autonomy are to be reduced. We believe these can be achieved 
without destroying worth-while local participation in establishing policy and in 
administration. It is suggested that a regional health services organization as 
outlined in Chapter IV would be a suitable pattern. 


Staffing and General Functions 


Ratios of full-time staff equivalents to population vary in the communities | 
studied from approximately 1:1,300-2,000 in full-time departments to 1:5,000 in. 
part-time urban departments. In the part-time rural programmes the population 
served is so small as to make it uneconomic to have separate staff, other than a 
part-time health officer. Yet, their needs are no different from comparable areas 
with a full-time programme and staff. It is our firm view that part-time public 
health services have been inadequate for some time but that more than. 


1A wider selection of interested and competent potential members is possible since people in 
some occupations may be reluctant to run for public office or are not permitted by their terms of | 
employment to do so. For example, banks do not usually permit their officers to stand for election. 
Certain restrictions are also placed on provincial and federal civil servants. { 

2See Appendix II, p. 222. 


*See pp. 69-73. 
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exhortation and persuasion will be needed if service units of effective size with 
full-time staffs and modern programmes are to become available in areas now 
without full-time services. This is a provincial legislative responsibility. 


At the present time, there are shortages of medical officers of health. This is 
partially related to incomes which tend to be lower, except in large departments, 
than in many other medical fields but also, we believe, to the relative isolation of 
the public health worker from other professional colleagues. This last situation 


_ arises from several factors, such as the type of the work being done at present in 
_ most areas by health departments, misunderstandings between health officers 


and doctors in private practice, and to feelings by many doctors that physicians 
in public health are the misfits and less competent members of the medical 
profession. In more recent years in some places they have become convenient 
scapegoats for the aroused fears of some sections of the medical profession over 
the changing patterns in medical practice and the increasing role of governments 
in the provision of health services. These attitudes are readily communicated to 


_ medical students and to doctors who might otherwise consider a public health 


career. In turn they affect some practising health officers who may make little 


_ effort to develop close relations with their practising colleagues. 


During the field studies it was clear that the proportion of competent and 
high principled medical officers of health is little different from those in other 
fields of medicine. Many have warm and close relations with their colleagues in 
clinical fields. It is our view that some of the problems could be alleviated by 
integrating the health department programme more closely with the work of the 
hospitals and other community health services and with the work of the 
physicians in clinical practice, as suggested later in this chapter! and in Chapter 
ay .2 


The dramatic success of public health in largely achieving so many of its 
original objectives has created a partial vacuum in objectives. The work of the 
health officer needs to regain the challenge and satisfaction which it held when 
the battle against the communicable diseases and against the basic environmen- 


_tal health problems was at its peak. New problems for public health exist 
_and many are presented throughout this study. But legislation, administrative 


structure, and to some extent training,? have not altered sufficiently to permit 
the new problems to be tackled as effectively as possible. 


It is our opinion that the health officer’s functions should be first of all those 
of a medical administrator who is equipped to plan, to administer and co-ordi- 
nate, and to evaluate services. In the second place, he should be the local 
consultant and expert in epidemiology and community health research, not only 
in communicable diseases but also for newer problems of the public’s health, 


such as cancer, heart disease, and the chronic diseases in general. He should be 


involved in the provision of adequate community services, in home care, the care 
of the aged, accident control, rehabilitation, mental health, and family planning, 


1See Dp. 25-26 

2See pp. 69-73. 

®Since this was first written, the School of Hygiene in the University of Toronto has com- 
pletely revised its diploma courses to give much greater emphasis to administrative theory and 


| practice, including planning and evaluation of services, and to epidemiological and statistical 


methods. As well graduate degree work is available in these fields. 
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to mention some of the more important community-wide health problems now 
being faced. Personal health care should, as far as possible, be carried out by 
physicians in clinical practice with the assistance of health department staff, 
especially public health nurses, as suggested elsewhere.! Consideration should, 
however, be given to the fact that certain personal preventive services, such as 
immunization and multiphasic screening, may be more effectively provided on an 
organized community basis. Finally, salaries have to be on a more satisfactory 
basis than the whim of local boards and councils. 


In summary, an altered administrative structure, some realignment of 
responsibilities, a revision in training to give greater emphasis to administration, 
to epidemiology, and to statistical research methods, and a more equitable 
income pattern are needed, if an adequate supply of competent recruits is to be 
assured. 


There is one other fundamental problem, as we have seen it through our 
educational responsibilities in the undergraduate and graduate fields and as so 
many of those interviewed on the field studies have expressed it. Most Canadian 
medical schools provide their students with a wide basic science preparation for 
clinical and technological medical work but they provide little or no useful 
preparation in sociology, psychology, statistics, and economics, which are basic 
sciences for organized community health work. To a large extent, unlike teaching 
in clinical medicine, teaching in public health and social medicine and also in 
psychiatry, rehabilitation medicine, and geriatric medicine is handicapped 
because the students do not have a satisfactory basic social science understand- 
ing. It is not surprising that many such graduates have only limited awareness of 
the social aspects and community responsibilities of medicine. 


Public health nurses are more readily available and we have been 
impressed by the uniformly high calibre of people in this work. However, 
shortages exist, especially in rural areas, and turn-over is high. As in other 
nursing fields, relatively low incomes as compared with other professions remain 
a depressing factor to recruitment and to holding staff. On the other hand, a 
public health nurse has a large measure of independence and scope for personal 
judgement in her work with the families she sees. One important problem in 
staffing is that the work tends to be restricted to prevention, teaching, and 
demonstration and includes little or no bedside care. In a number of rural and 
smaller urban communities where there are no visiting nurses a limited bedside 
service is being provided. 


It is clear that a combined programme and a closer tie-in with the practising 


physicians would greatly enhance job satisfaction for the nursing group. At 


present because of a limited use of auxiliary nursing and secretarial staff in all] 
but some large departments, much time is spent on unskilled and routine tasks 
Greater attention to the use of auxiliary personnel is needed. In most areas 
studied, the use of married staff and part-time nurses has proven invaluable. 
Further attention to the use of this reservoir of nursing personnel is indicated, 
especially on various part-time arrangements. 


In the case of sanitary inspectors, questions of training, status, and function 
are uppermost. It is difficult to assess the part which income levels play in 
recruitment for this work, since at present in Ontario they are relatively higher 


1See pp. 25-26. 


\ 
; 
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than for other fields requiring comparable academic qualifications. Most of 
those interviewed felt that income levels were not a major problem at present 
but that the difficulties which some departments and units face in obtaining 
sufficient sanitary inspectors are more related to questions of status and job 
satisfaction and to the greater attraction for many young people of living in 
cities as opposed to smaller communities. Certainly several of the communities 
visited were short of sanitary inspectors and were sponsoring trainees in an 
effort to meet their requirements. Training in Canada is obtained through a 
correspondence course provided by the Canadian Public Health Association! 
or through approved courses at the University of Montreal School of Hygiene 
and at the Ryerson Polytechnical Institute in Toronto.22 Whatever the method 
of training, all sanitary inspectors must meet the requirements of the Board of 
Certification of the Canadian Public Health Association for the Certificate of 
Sanitary Inspection (Canada). In Ontario, a valuable innovation has been the 
establishment of the course by the Department of Health which uses the facili- 
ties of the Ryerson Polytechnical Institute in Toronto. As of September 1963, 
the course will be under the jurisdiction of the Ryerson Institute with assistance 
in teaching from the staff of the Department. This idea could well be extended 
as other large technological institutes are established in Ontario and in other 
provinces. It will permit better standards of selection and teaching and pro- 
vide the status which the sanitary inspectors feel is lacking at present. 


A further problem relates to the precise functions which a sanitary inspector 
is to perform. If his job is solely one of the inspection of premises and facilities to 
determine whether they meet straightforward requirements, then less training 
and less rigorous academic qualifications are needed than if his job requires 
judgements on more complex matters, such as the installation of water 
systems, sewage systems, and dairy equipment and includes educational 
responsibilities. The question of the functions to be performed by a sanitary 
inspector has yet to be clarified completely, though the trend is towards the more 
skilled type of role. 


Other personnel, such as veterinary public health officers, dental public 
health officers, health educators, medical social workers, psychiatrists, etc., may 
be staff members in some departments, especially in large centres. Several 
factors deter their more extensive use. In Ontario, there is reluctance, for 
financial reasons, on the part of many local municipalities to employ directly 
more than the basic types of staff. In general, special staff members are partly 


1This course of nine months uses a prepared manual and requires the Candidate to complete 
weekly exercises which are marked by an examiner. Candidates must also provide proof of at 
least three months of field experience under supervision either by a certificated sanitary inspector 
or a full-time medical officer of health. The course is open to applicants from all provinces except 
Ontario and Quebec where formal intramural courses are required, from the Territories, from the 
armed forces, and from the Dominion Government service. On completion of the course the 
Candidate sits for the written examinations, undergoes an oral examination by a panel of at least 
three members (one of whom is a physician, veterinarian or public health engineer, and one of 
whom is a sanitary inspector), and completes a field inspection of at least two environmental 
sanitation problems on which he must submit a written report. A successful Candidate is awarded 
the Certificate of Sanitary Inspection (Canada). 

2Graduates are given a certificate of graduation. They are exempted from additional written 
examinations but must still undergo an oral examination and report of field inspections set by the 
Canadian Public Health Association. 

8Candidates with acceptable foreign certificates (United Kingdom and U.S.A. usually ) are 
required to spend one year of employment in an approved local health department or unit. On 
completion they are required to sit for the Certificate of Sanitary Inspection (Canada) 
examinations in the same manner aS correspondence course candidates. 
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paid through National Health Grant funds. A local board may not continue 
employment if the grant terminates. The resultant uncertainties of tenure and 
income level deter both recruitment and retention of such personnel. Often 
too the size of population presently served by a number of the health depart- 
ments and units is insufficient to warrant the employment of special staff on 
a full-time basis, even though their services would be useful. Some type of 
larger, regional administrative pattern would appear to provide a more valid 


base for the use of these personnel. Moreover, the skills of some types of 


specialists could in many cases be useful to other organized community health 
services than the public health programmes alone. 


Financing 


In the areas studied annual per capita expenditures on local public health 
department or unit services varied from approximately 50 cents to $4.10 in 1961 
or in 1962. Budgets in rural municipalities with part-time health officers may 
cover little more than the honorarium paid these physicians.1 Even for the 
part-time urban programmes in Metropolitan Toronto total budgets were 
generally below $10,000 per year and most of the money was for barely minimal 
services through largely part-time staffs. Thus, in fact, the differences in terms of 
staffing and services were much greater than the per capita expenditures and 
total budgets might suggest.” 


At present rural health units in Ontario receive grants of up to 50 per cent of 
their budgets from the Province. Semi-urban units receive lesser percentages 
down to approximately 25 per cent. However, municipal health departments as 
opposed to health units receive provincial financial assistance only indirectly 
through the distribution of National Health Grant funds. No general provincial 
grants are made available and only oceasionally are small grants for specific 
purposes made. Of the municipal departments visited, the most received in 1961 
from provincial allocation of federal funds was 10 per cent of the budget’ in one 
case. On the other hand one large municipal department visited received less 
than one per cent of its budget from this source.* This occurs because the 
National Health Grants to the provinces for local public health programmes 
are almost entirely for staff over the base-line requirements and for new 
programmes or extensions in existing ones over basic levels of service. 


It is clear that in Ontario many local municipalities find difficulty in 
providing basic public health staff and services from their existing revenue 
sources and even large ones have difficulty in financing extensions and new 
services. Only when it is willing to pay and can pay for the basic services by 
itself can a municipal board of health become eligible for much grant 
assistance. 


Competent staff cannot be obtained and adequate statutory services provided 
on the budgets available in some of the municipalities studied. Small popula- 
tions cannot support a satisfactory modern local public health service on the 
basis of municipal tax sources alone. 


1In one region visited the honoraria were as low as $25.00 per year and no more than $250.00. 
*Reference for detailed data should be made to Appendixes I-IV, pp. 173-317. 

3$24,467.00 in a total budget of $224,610.00. See Appendix IV, p. 306. 

*$2,000.00 in a total budget of $356,893.00. See Appendix IV, p. 306. 
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If a satisfactory province-wide level of services is to be provided the 
existing pattern of provincial support for local health services should be 
reviewed so that programmes of either the health unit or municipal health 
department type may obtain a fair share of available provincial assistance. A 
satisfactory level of support is not easy to determine. One’s view tends to depend 
upon whether one favours provincially administered and financed local public 
health services, as seen in most other provinces, or whether one favours a large 
measure of local or regional responsibility for administration and financing. We 
believe that the administrative suggestions in Chapter IV! take into account the 
worth of both approaches. In general, it is our opinion that a regional pattern of 
health services would be more economic in terms of staff use and programme 
costs than many of the existing small areas served by separate departments. 
However, the regions should be planned so that the areas and populations served 
are sufficiently small to retain a sense of local interest in both financing and 
planning. It is also our view that in a province, such as Ontario, with its strong 
traditions of local autonomy that the sharing arrangement for costs should be in 
the approximate range of 70 per cent by the province and 30 per cent by the 
local area for predominantly rural-small town regions, and 60 per cent by the 
province and 40 per cent by the local area in predominantly urban regions. 
These levels would be in keeping with the actual tax revenue available to the 
two levels of government. 


It is furthermore our view that basic salary levels and common pension 
arrangements for the various types of health worker should be set by the 
province. The cost should be included as a specific part of the provincial grant to 
a regional health services board. This would guarantee a basic provincial 
standard of income in the public health field but would still permit additional 
salary payments and increments to be paid by regional boards as a means for 
attracting staff. The staff, in turn, would have greater freedom to change 
positions than is now possible when separate pension arrangements exist. 


PROGRAMMES” 


Under the Public Health Act and its regulations certain basic communicable 
disease control and environmental sanitation services are mandatory for all local 
boards of health. Other services, though regarded as part of a modern public 
health programme, are permissive. A striking difference between the full-time 
department and the part-time department is the extent of services. In the 
full-time department the statutory programmes of communicable disease con- 
trol, environmental sanitation, and an arrangement with the school boards to 
provide a mutually agreed service, are well established, though varying 1n detail 
to some extent. On the other hand, the part-time departments with little or no 
full-time staff have programmes limited in some instances to the barest 
interpretation of the statutory requirements. When it comes to other services, 
regarded as basic to a modern programme, such as home visiting, maternal and 
child health services, and to an extension of services to meet newer problems of 
the public health, many of the part-time departments have virtually no 
programme. 


1See pp. 69-73. 6 aeons 
2For specific programme details in the four communities studied, reference should be made 
Appendixes I-IV, pp. 173-317. 
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In our view, part-time services have not been a satisfactory procedure for ~ 
some years and their inadequacy becomes more as each year goes by. Yet, as © 


now organized, many municipalities have neither the population nor resources to 
support a full-time modern programme. A regional pattern of health services 
organization would provide a suitable solution.! 


Some comments may be made about the specific basic programmes in the 


full-time departments. These programmes were established and have grown up — 


in response to specific needs. In many cases, the character of the need has now 
changed partly because of success in combating many of the communicable 
diseases, partly because of the engineering and technological developments in 
fields, such as water and sewage control, and partly because of socio-economic 
changes in Canadian society, for example, the growth of prepayment sickness 
insurance plans and their effect on personal clinical services provided by 
health departments. Though some adaptation to these changing circumstances 
has occurred, it is our view that further careful study of desirable alterations in 
programme emphasis is required. 


Communicable Disease Control 


General 


The Public Health Act and regulations outline the responsibilities of local 
boards of health and medical officers of health for reporting, implementing 
isolation and quarantine procedures, disinfection of dwellings, and other matters 
of communicable disease control. 


It is known that the common childhood diseases are only partially reported 
because physicians often see little reason for doing so. On the other hand, the 
reporting of serious communicable diseases with community implications, such 
as diphtheria, tuberculosis, venereal diseases, smallpox, and infectious hepatitis, 
is most important. In our view, routine reporting by physicians should be 
restricted to the serious communicable diseases. Where information on the extent 
of other communicable diseases or on the level of immunity in a community is 
desired, regular inquiries and serological studies on a sampling basis could be 
used. Greater attention to reporting and epidemiological studies on newer 
problems of the public health, such as cardiac disease, cancer, disabling 
conditions, and accidents, should be considered. 


Active immunization against common infectious diseases is provided by 
local health departments through the maternal and child health programmes, 
school service, and through specific clinics and mass campaigns. Although per- 
sonal preventive care should in general be provided by personal family 
physicians, consideration should be given to the fact that certain personal pre- 
ventive services, such as immunization, may be more effectively provided on an 
organized community basis. 


Tuberculosis Control 


es! The local health department or unit either facilitates or directly provides 
individual and group examination procedures, including tuberculin tests and 
chest films. Reporting of cases and contacts, maintaining a case register, and 


4See Chapter IV, pp. 69-73. 


LOCAL PUBLIC HEALTH SERVICES 71 


notifying other municipalities about patients who change their place of resi- 
dence are required. Arranging for contact examinations and the supervising of 
patients either on home care or on post-sanatorium therapy are other activities 
of the local health department or unit. Treatment in Sanatoria or general hos- 


-pitals, conveniently located throughout the province, is covered under the Ontario 


Hospital Insurance Plan.1 


The tuberculosis control programme was found to be one of the most 


_ satisfying programmes for the staff of local health departments. There is close 
liaison with doctors in private practice, hospitals, sanatoria, and the local 


voluntary tuberculosis associations. 


Venereal Disease Control 


Under the Venereal Diseases Prevention Act,” the physicians report cases 
and contacts direct to the provincial Department of Health. The local health 
authorities are concerned with locating and arranging for the examination of 
reported contacts. They also locate persons reported to have defaulted in 
treatment and arrange for a return to treatment. Clinics are available in some of 
the larger municipalities. As well there is provision for the payment of private 
physicians for treating people who cannot afford care otherwise. The antibiotics 
used in treatment are provided free by the Ontario Department of Health. 


In general, reporting of contacts is less than satisfactory and there is 
evidence to suggest that even cases are not fully reported. The prevalence of 
these diseases is such that they continue to be problems of public health concern. 
More intensive education of physicians on the importance of reporting cases and 
of obtaining contact information is suggested. 


Sanitation 


The responsibilities of the local authorities for environmental sanitation are 
outlined in the Public Health Act.® The over-all supervision of public water 
supplies, public sewage systems, plumbing regulations, and lake and stream 
pollution control is a responsibility at the provincial level of the Ontario Water 
Resources Commission. Municipal systems are operated by departments other 
than public health. However, the health department conducts routine tests to 
assure that no health hazards exist. On the other hand, local health departments 
retain statutory responsibilities for the supervision of private water and sewage 
systems. 


Food-handling establishments, such as dairies, restaurants, food shops, 
slaughter houses, frosted food locker plants, bakeries, etc., are subject to local 
health department inspection. Rodent and insect control measures are conducted 
locally. The investigation of alleged public health nuisances is also a local health 
department responsibility. Other health department responsibilities in the 
environmental control field may be established in any area by local by-laws on 
such matters as facilities to be inspected, and air pollution control measures. 


1See also Chapter II, pp. 33, 34. 
* Revised Statutes of Ontario, 1961. 
3Revised Statutes of Ontario, 1961. 
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One of the needs is for revision of existing legislation,! so that standards and 
requirements may be kept in line with modern practice? and so that provisions 
may be made for newer environmental hazards, such as air pollution, radiation, 
and for problems presented by food vending machines, automatic laundry and 
dry cleaning establishments: and private swimming pools. Also, the existing 
legislation is general in many respects and results in different interpretations and 
degrees of enforcement, often in adjoining areas. There should be common and 
more precise province-wide standards. Finally, it is our opinion that in so 
complex a field, revision should be a continuous activity. 


There are still too many communities, not all rural or northern by any 
means, where the basic environmental services are inadequately met at present. 
These conditions should be corrected as quickly as possible because their 
continuing existence provides a hazard to the public health, quite aside from any 
economic and aesthetic aspects. 


Though basic environmental control programmes, such as water, sewage, 
garbage, milk, and meat control, in their technical aspects are now largely the 
responsibility of other than health authorities, the health supervision and control 
aspects remain and should remain a health responsibility. 


Maternal and Child Health 


General 


These public health services are permissive but all full-time and some 
part-time departments provide them to some degree. 


Prenatal supervision is provided by attending physicians and by prenatal 
clinics at some of the large, city, general hospitals. Visits to the homes of 
pregnant women, of whom the department has heard, are made by the public 
health nurses on request or as considered necessary. Where they are active the 
visiting nursing organizations,®? the Victorian Order of Nurses and the St. 
Elizabeth Visiting Nurses Association, also provide prenatal visits on a co-opera- 
tive basis with the local health department. Prenatal classes are conducted by 
the health department and unit public health nurses in many areas, in 
co-operation with the attending physicians and, where they exist, the visiting 
nursing associations. Fathers may be invited to certain of the classes. Practically 
all confinements in Ontario, except in very remote areas, now take place in 
hospitals. 


In many communities, departments providing maternal and child health 
services try to arrange a public health nursing visit to any new mother while she 
is still in the hospital.* If this is not possible a home visit is made as soon as 


1It is understood that legislative revisions are under way in Ontario. 
2For example, in food and milk standards as they affect health. 
*They only visit pregnant women at the request of a physician. 

*This is done with the permission of the attending physician only. 
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possible after birth information has been received or obtained.! The effort is to 
visit initially within a week after the mother and baby have returned home and 
to offer further visits for educational purposes as desired and needed. A few 
departments have a policy of making a routine second visit during the first year 
of life. 


Well-baby and child health conferences? or clinics? are provided by all 
full-time public health units and departments and by many part-time ones. At 
these centres, instruction and demonstrations to mothers on the normal care and 
development of healthy infants and young children are provided. If illness is 
found, the mother is referred to the family physician or to a hospital out-patient 
department for specific diagnosis and treatment. At the clinics, where a physician 
is present, he carries out routine physical examinations and immunization 
procedures only. Mothers are again referred for any treatment indicated. Most 
areas, which hold conferences only, have a physician present at set times to give 


_ immunizations to the infants and pre-school children brought for this purpose. 


A variety of useful books* and other literature on aspects of maternal, 
infant, and child care are made available to people. In larger cities, a good deal 
of useful material is available in some languages other than English and French. 
This is desirable especially in larger urban communities where there are many 
recent immigrants who speak and understand little or no English or French. 
They are a difficult group to reach with all types of public health service, par- 
ticularly personal ones, such as maternal and child health services. 


Discussion of Field Study Findings* 


The programmes in the areas visited varied in detail and extent though the 
general pattern was similar. Prenatal courses for expectant mothers and, on 
occasion, fathers were offered in all of the communities studied, either through 
the health department alone or under combined sponsorship with visiting 
nursing groups and voluntary social welfare councils. Though originally designed 
to instruct those in lower socio-economic groups, it has been found that most 
who attend come from the wealthier and better educated groups, often on the 
advice of their obstetrician or family doctor. 


In one of the study areas most of the doctors send the names of many of 


| their pregnant mothers to the health unit.* At the doctors’ requests these mothers 
are visited regularly between medical visits.7 Since most people in rural and 


1In Ontario birth notifications under the Vital Statistics Act are not sent to the local health 
departments. Where routine maternity visiting in hospitals is not carried out, it is necessary for 
department staff to visit the local registrar regularly or to make an arrangement with area 
hospitals. Problems arise in learning about babies born outside a particular health department or 
unit area. For example, in Metropolitan Toronto the parents may live in one municipality but 
confinement takes place in a hospital in another municipality. 

2Public health nurses only are present. hae 

8A physician is also present. This is a local practising doctor retained on an agree asis fo 
this purpose or the medical officer of health. In teaching centres, paediatric interns may provide 
service. 

4Prepared by the Department of National Health and Welfare, the Ontario Department of 
Health, and a few large municipal health departments. 

5For specific programme details in the communities studied, reference should be made to 
Appendixes I-IV, pp. 173-317. 


®°See Appendix III, p. 272. Ha hcl ante 
“In part of the area, the Victorian Order of Nurses has a programme. e prenatal w 
home visits for six weeks after delivery is shared in by the V.O.N. Thus, pee mrterina 45 per 
cent of mothers were indicated as having received one or more prenatal visits in : 
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smaller urban communities have a family doctor for emergency care at least, this 
arrangement with the unit means that few mothers go without prenatal 
supervision. In this same area, the public health nurses, by agreement with 
almost all doctors, visit the mother following delivery in the hospitals and 
subsequently, as indicated and on request, in their homes to assist them in caring 
for their infants. At this time, the nurses try to get the mothers to go to their 
doctors for a post-natal check-up. This effort is not well received by some doctors 
who may not routinely carry out extensive post-natal examinations. In general, 
however, the programme is well accepted and supported by all but a few doctors 
and families. The health unit also provides regular well-baby and child health 
conferences in the larger urban centres. Most doctors urge their mothers and 
infants to attend, including in some instances their own wives and babies. 
Primary immunization is offered at intervals by the medical officer of health at 
the conferences for those desiring it. A number of doctors were reported to 
prefer having the infants under their care immunized in this way. 


In other communities studied, prenatal visits are made to any mother the 
department learns about.! Thereafter, further visits are made as indicated, 
especially to mothers known to have no family doctor or attending out-patient 
clinics, and when a doctor specifically requests visits. Though a small proportion 
of mothers receive their first care, either medical or nursing, when they arrive at 
the hospital in labour, no precise data were obtained. 


In most communities outside large cities the public health nurses also visit 
mothers routinely in hospital, unless specifically requested not to do so. In these 
areas the approval of the local doctors was obtained when the procedure was 
begun. In the large urban communities, on the other hand, except for the group 
seen prenatally, the first knowledge of mothers with new babies may be received 
by a health department through its arrangements with the local registrar to learn 
of birth notifications. Delays in getting information may mean initial home visits2 


1A study in Ontario in 1958 indicated that the proportion of pregnant women visited was only 
about 13 per cent on the average of pregnant mothers in 46 out of 47 official health agencies which 
provided prenatal services, though in a few cases over 30 per cent of eligible mothers were visited. 
An estimated 76 per cent of the population of the province lived in the areas studied. Errors 
inherent in this method of calculation are described. G. K. Martin and K. B. Ladd, “Maternal and 
Child Health Services, Ontario, 1953’’, Candian Journal of Public Health, March 1961, p. 112. 

In our field studies using the same basis of calculation, the 1962 percentages (including V.O.N. 
where they exist) in communities with full-time health departments and units ranged from 
approximately 28 per cent in the East York—Leaside Health Unit area, approximately 12 per cent 
in Peterborough, 28 per cent in Huron County (there is no V.O.N. service), and 45 per cent 
in the District of Timiskaming Unit area (V.O.N. service in Teck Township only). The areas 
outside the Timiskaming Unit have no public health nursing or Victorian Order of Nurses 
services. 


2Ibid., p. 114; Martin and Ladd indicate that of the 46 official agencies in their survey with a 
birth registration visit policy, 34 (73.9 per cent) visited 75 per cent or more of eligible cases, 7 
(15.2 per cent) visited between 50-74 per cent of eligible cases, and 5 (10.9 per cent) visited 
between 25-49 per cent of eligible cases (received at least one visit within the first four weeks of 
age). None visited a smaller proportion. These data do not include visits by the visiting nursing 
associations, such as the Victorian Order of Nurses. The percentages are based on comparing cases 
visited with live births. 

In our study communities using the same calculation method, 1962 birth registration visits 
4inder 4 months of age by the official health agency public health nurses were approximately 71 
per cent in the East York-Leaside Health Unit area (V.O.N. figures show 205 infants visited by 6 — 
weeks of age. Therefore, something less than 11 per cent more are visited by 4 weeks.), 67 per cent | 
of eligible cases in Peterborough (including V.O.N.), and approximately 64 per cent in the _ 
Timiskaming Unit area (approximately 70 per cent including the V.O.N. in Teck Township). Areas | 
outside the latter unit in the Timiskaming District had no visiting service. Approximately 54 per — 
cent of eligible cases in Huron County were visited under 2 weeks of age. No data for under 4% 
weeks are available. The percentage would be greater, of course. It was about 58 per cent in 1961. 

In communities with routine newborn visiting programmes almost all babies are visited atl 
least once by one year of age. It should be noted that visits in hospital are made to almost all | 


mothers in the Timiskaming and Huron Health Unit areas, and that home visits are made only as | 
indicated. 
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are not made for ten days to two weeks after the mother has returned home. It is 
suggested that a copy of the notification be sent routinely by the local registrars 
to the health department in the community of current residence of the mother. 
_ Also where the nurses are not permitted to visit patients in hospital, a proportion 
_ of time is wasted in unnecessary routine visits. A further problem occurs where 
visiting nursing groups, such as the Victorian Order of Nurses and St. Elizabeth 
Visiting Nurses Association, also have programmes of prenatal and newborn 
visiting. In spite of efforts to prevent duplication, dual visits do occur not 
infrequently. 


The well-baby conferences are reported to be attended chiefly by people in 
lower socio-economic groups, but the tendency in quite a few places is for 
mothers in higher socio-economic groups to attend, not uncommonly on the 
suggestion of their own doctors. Especially in large cities, a proportion! of the 
_ lower socio-economic group neither use the facilities nor take their infants 
routinely to physicians. Efforts through public health nursing visits are made to 
get them to do so. 


In some of the large urban centres, well-baby and child health clinics are 
held, with a physician present to examine children referred by the nurses and to 
give immunizations. He may be the medical officer of health but, in the City of 
Toronto, paediatricians and family doctors are employed on an hourly basis for 
this purpose. No treatment is given. Those requiring it are referred to their own 
doctors or to hospitals. 


The extent of use of well-baby and child health conferences and clinics 
varies from community to community but has declined in many places in recent 
years, except where specially encouraged by doctors as in Timiskaming.? It is also 
found that the attendance of children over 12-18 months of age is negligible, 
except for immunization booster doses. This is considered to be a refiection of the 
generally good economic level in Ontario and to the large enrolment in various 
prepayment plans, some of which provide specifically for a number of well- 

_ baby visits. 


The benefits of proper, routine prenatal, post-natal, and well-baby care are 
now generally accepted. The problems, as seen during the visits, appear to be 
either in relationships among doctors, hospitals and health departments or 
economic in nature for people without prepayment insurance. In all groups a 
proportion of people and doctors seem little interested in this type of preventive 
care. 


One suggestion is that, where group practices have been established, the 
health department could second public health nurses on a scheduled basis to 
assist them in carrying out their prenatal, post-natal and well-baby care, 
including primary immunizations, and home visits as indicated. This suggestion 
would not be practical for doctors in solo practice. Instead, it is suggested that 
such doctors be invited to use the facilities of the health centre buildings and 
nursing staff on a scheduled basis for providing such care to their patients. Such 


INo precise data were obtained. ‘ 
2Comments are based on observations by health department and unit personnel. 
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arrangements would encourage supervision for all mothers and children. Fric- 
tions between practising doctors and the local health department would be 
reduced, since all personal care would be turned to the practising physicians 
who, in addition, would have the assistance of public health nurses in providing 
it. The proposal assumes that some type of economic arrangements for paying the 
doctors, either under government or private auspices, would be necessary so that 
all people could have a personal physician. Specific payments for regular 
prenatal, post-natal, and well-baby visits would encourage doctors to provide 
supervision. It is further suggested that supervision could be continued all 
through the pre-school period when attention to growth and development is so 
important. 


Consultant obstetric and paediatric care is either difficult to obtain or 
unavailable in several of the areas visited. It is suggested that in areas where 
private practice has been unable to attract these specialists, they be attached to 
the regional health services organization, as outlined in Chapters II! and V.? 


School Health Service 


General 


The Public Health Act® requires the local health department or unit to make 
an annual sanitary inspection of all school buildings within its jurisdiction. 
Special detailed forms are provided for the use of the medical officer of health 
and sanitary inspector whose duty it is to carry out the inspections. These forms 
include provision for recommendations. The reports are sent to the Ontario 
Department of Health. 


Other services may be provided by agreement between the local board of 
health and the local board of education. However, in a very few areas, the 
boards of education may continue to provide school health service if these meet 
acceptable standards and were in existence before July 1924, or if special 
arrangements are approved. 


The programme may include a school medical and public health nursing 
programme or public health nursing service only. Many areas now arrange for a 
physical examination of the student by the family physician at the time of 
entering school. Where this is not provided, the parents are requested to consent 
in writing to an examination by the school medical officer, if one is available, 
and, if not, for superficial ‘physical inspection” by the public health nurse. 
Subsequent examinations by the school medical officer and/or school nurse are 
provided according to local programme policy. 


In most full-time programmes, routine vision and hearing tests are done 
periodically during the school life of the child with referral for medical opinion if 
deviations from normal are discovered. The public health nurse devotes time to 
health counselling and health teaching as well as conferences with teachers. 


1See p. 36. 

2See pp. 79-80. 

’Revised Statutes of Ontario, 1961. | 
| 


| 
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In some of the larger municipalities and health units, a school dental service 
is provided. Though this is usually restricted to dental education and visual 
inspection with referral for treatment, some areas provide treatment which may 
even be available to all children in the school system. 


Some boards of health and some school boards, especially those of larger 
cities, provide mental health consultant services for the school age group. This 
may be a service provided directly by the board of education or by arrangement 
with local mental health clinics under local public health, provincial Department 
of Health, or voluntary auspices. 


Discussion of Field Study Findings 


In the rural areas with part-time medical officers, only the required annual 
sanitary inspection may be carried out. Few, if any, personal school health 
services may be provided. Even in urban, part-time programmes, the services 
may be relatively limited, whereas the full-time departments and units were 
found to be providing extensive programmes of physical health supervision, and 
sometimes of mental and dental health supervision as well. These last are seen as 
among the most pressing community needs by both health, education, and 
related social service? personnel in areas where programmes do not exist or are 
rudimentary. 


The trend in well-developed school health services is away from routine 
physical examinations by department staff and to a programme of screening with 
subsequent referral for correction of any defects found, of immunization level 
maintenance through routine booster doses, and of personal health counselling of 
students. This last is a field which both teachers and health department staff 
members feel requires expansion.’ It is urged that routine physical examinations 
be done by the family physicians, wherever possible. In most communities this is 
now the policy with as many as 70 to 75 per cent of such examinations being car- 
ried out by family physicians. However, the remaining children, for a variety of 
reasons, some of them economic and some of them lack of interest on the part of 
parents, are not so examined and must be seen through the school system. If this 
newer approach is to be fully developed some type of financial arrangement 
whereby the cost of such examinations is specifically covered is needed. Some 
insurance schemes now operating do not cover preventive examinations of this 


type. 


Some of the routine screening work could be done by registered nursing 
assistants rather than by public health nurses. It has been suggested that 
teachers might also do routine screening. However, this is not too realistic since 
care must be taken not to waste the time of skilled teachers. They already 
perform a number of activities not directly related to education in some 
communities. 


1Even this is reported to be fairly perfunctory in some places. 


2For example, Children’s Aid Society staff. For example, see Appendix I, p. 216. Appendix 
II, p. 256. and Appendix III, p. 296. ; ; 

“Both point out the need for readily available psychiatric, psychological, and social work 
consultation for more serious cases. Several communities visited did not have these and the 
resultant burden fell on the public health nurses who are not equipped to handle it. For. 
example, see Appendix I, p. 184. and Appendix TL, ps 276; 
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Some schools would like to have a nurse present at all times to provide first 
aid and minor care for cuts, headaches, and so on. This is not an economic use of 
either public health or registered nursing time. An arrangement with local 
physicians and hospitals where extensive care is needed and for athletic events is 
suggested. The giving of first aid for simple problems occurring during classes 
by all teachers or by a special teacher in each school is more realistic in terms of 
skilled nursing time. This would not waste much time for teachers since accidents 
in school teaching hours are relatively few in number. However, the legal 
implications would need clarification, since some legal authorities feel it to be 
illegal for teachers to give minor routine care.! 


Several of the large urban municipalities in the Metropolitan Toronto area 
have full-time school mental health services which provide diagnosis and 
treatment for school children found to have psychological disturbances.? The 
health department service in the City of Toronto serves the separate schools only, 
whereas the extensive service for the public primary and secondary schools is 
provided separately by the Board of Education. In several urban municipalities 
in Metropolitan Toronto and in Peterborough school children may be referred to 
community mental health clinics, which are operated by the Ontario Department 
of Health, local health departments, or separate voluntary bodies. 


School dental services, aside from some health education, are provided in 
some of the larger municipalities only. These vary from a superficial inspection 
by the school nurse, with referral notes being sent to parents where care is 
indicated, to programmes which employ dental health officers and dental 
assistants. The latter programmes usually consist of routine dental checks on 
children in specific grades, with notes being sent to the parents where care is 
indicated. Such programmes provide direct treatment only to children from low 
income homes, as for example, the City of Toronto dental service.? 


As an exception to the general pattern, for some years North York Town- 
ship* has provided, through an approved additional property tax, a complete 
examination and treatment service for any children whose parents desire it. 
Dental facilities exist in most of the schools. The cost of this programme ac- 
counted for about one-third of the total health department budget of 
$356,893.00 in 1961. 


Smaller municipalities in Metropolitan Toronto refer children from low 
income families who require treatment to the clinic of the University of Toronto 
Faculty of Dentistry. The clinic does not take all patients but only those who 
would be good teaching material. It is not a charitable service primarily but a 
teaching unit supported by the university. Waiting periods even for semi-emer- 
gency care are several weeks at times. 


4It is understood that in the City of Toronto teachers are forbidden to do so. 
*See Appendix IV, p. 313. 

°See Appendix IV, p. 315. 

4I bid. 
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Hospitals with dental departments are relatively few and provide chiefly 
emergency care. Even those with extensive services, such as the Hospital for Sick 
Children, must screen cases carefully. Thus, in practice a relatively high 
proportion of children needing care must be refused assistance at both the 
university clinic and hospital departments. 


In the rural communities and in smaller urban centres parents of children 
with dental problems are urged to obtain care for them. However, no special 
arrangements exist for those in low income groups. The more urgent cases 
receive care arranged on an ad hoc basis with individual dentists who provide 
free care or receive some remuneration through donations from service clubs. 
Any school board in Ontario can arrange with a board of health to establish a 
school dental programme and receive reimbursement by the provincial Depart- 
‘ment of Health, through the local board of health, for 30 per cent of any 
expenditure up to $2,000.00 per year. Some rural municipalities make use of this 
‘grant and make arrangements with private dentists to provide the care. Unless a 
community is quite small, the grant does not make a very extensive service 
possible and there is the further problem that the community must provide the 
other 70 per cent of any expenditure from local tax sources. This last require- 
ment, in practice, means that only a relatively few communities use the grant. 
Dental care, not only for children but for the population in general, is one of the 
serious health problems in rural and smaller urban communities.1 


Public Health Nursing” 


The teaching and preventive work has been described under the specific 
public health programmes. In this section, reference is to visiting nursing service. 


In large cities, such as Metropolitan Toronto, visiting nursing groups, the 
Victorian Order of Nurses and the St. Elizabeth Visiting Nurses Association, 
provide a generalized home nursing service, covering preventive supervision, 
teaching, and bedside care. However, even in medium-sized cities, visiting 
nursing association staff are usually few in number. For example, in Peterbor- 
ough there are three Victorian Order of Nurses nurses, and in Teck Township 
(District of Timiskaming) there is one only. In rural areas and most small urban 
communities, the visiting nursing associations do not exist. In the rural areas 
visited, visiting bedside care is provided through ad hoc arrangements made by 
individual doctors and families with nurses living in the community. To a limited 
extent the public health nurses may provide some short-term care for special 
groups, such as cancer patients or the aged, or in some health units for any 
patient. 


In medium and smaller urban communities, the duplication of effort and 
division of nursing service into a public health nursing service and a small 
Victorian Order of Nurses service is unwarranted and wasteful. The matter of 
adequate supervision of the small Victorian Order of Nurses staffs also arises 


1See Chapter III, pp. 51-53. for a discussion of dental care for the general population in rural 
and smaller urban communities. 

°For specific programme details in the four communities studied, reference should be made to 
Appendixes I-IV, pp. 173-317. 
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though some degree of supervision from the provincial Victorian Order of Nurses 
staff is provided for all small units. In these communities and in rural areas, it is 
suggested that the health department or health unit should provide a generalized — 
nursing service, including visiting nursing care. This suggestion would be 
particularly valid if the practice of public health nurses assisting doctors with 
their maternal and child health care were established.1 The same public health 
nurses would provide both preventive and visiting bedside care to people. 


In large cities, where the visiting nursing associations have extensive 
programmes and in some cases predated in origin the public health nursing 
service, there may be historical and personal reasons for maintaining their 
separate identities. However, some precise agreement should be made whereby — 
overlapping of service and duplication of effort are eliminated. Co-ordination of — 
work could be achieved either by amalgamation under the health department, if 
agreed upon, or by a purchase at cost of defined services from the associations by 
the health department. Visiting nursing association nurses working under the 
latter type of arrangement could be assigned districts and provide a full 
preventive, teaching, and bedside care in their districts, as would the public 
health nurses in their districts. Alternatively they could provide only bedside 
nursing care over the entire community and the public health nurses would then 
provide preventive services over the entire community. The precise arrangement 
should be a matter for local decision but some suitable arrangement should be 
required. Visiting nursing is now recognized as a basic community service and, 
to an increasing extent in most areas, is supported by public funds through 
grants and fees paid for services to residents who are welfare allowance recipi- 
ents. The financing of this basic programme should no longer depend even 
partly on the uncertainties of voluntary fund raising.2 


NEWER PROBLEMS IN PUBLIC HEALTH 


Although some community health departments are developing programmes 
to meet some of the newer community health needs in fields, such as chronic 
disease, care of the aged, home care, mental health, rehabilitation, mass — 
screening and multiphasic screening, accident control, and family planning, they — 
are still relatively few in number. Health education activities need to be 
expanded. Liaison functions among the various community services should be 
developed further. These are some obvious areas in our view for an extension of 
public health action, since effective results depend as much on adequate planning 
and organizational knowledge as on technical skills. Reference is made under 
other sections of this study to potential public health functions.* The needs for 
services are clear. The time for planning and action is now! 


1See pp. 25-26, 


°For example, a report in The Globe and Mail, Toronto, March 1, 1963, points out that the 
United Community Fund of Greater Toronto has had to cut 1963 allocations to a number of | 
agencies, including the Victorian Order of Nurses. The Toronto Branch has had to reduce its | 
nursing staff from 123 to 105 and indicates that further reductions may become necessary. 


*See Chapter II, pp. 33-50, and Chapter III, pp. 51-68. 


‘LOCAL PUBLIC HEALTH SERVICES 31 


RELATIONSHIPS WITH OTHER ORGANIZED COMMUNITY SERVICES 


Relationships with other organized community health services are chiefly 
developed on a personal level and, thus, vary from place to place. Though the 
personal element is essential and will always remain the final means of good 
co-operation, it is felt that some type of formal administrative structure, which 
draws together the various organized community health services would make 
co-operation and co-ordination easier to achieve. Many of the current questions 
as to whether health departments or hospitals or some other community agency 
should provide services in these latter fields would be eliminated, since the 
services would be provided in common. Specialized personnel would be used in 
common. The present separation of services is wasteful of money and personnel 
and should not be permitted to continue. In our opinion, these objectives would 
‘be accomplished by the formation of a regional health services organization,! 
which would include the hospitals, the public health department, and other 
organized programmes, such as rehabilitation, home care (including visiting 
nursing), mental health, care of the aged, and ambulance service. 


14See Chapter IV, pp. 69-73. 
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CHAPTER II 


COMMUNITY HOSPITAL SERVICES 


GENERAL PATTERN 


| Hospitals in Ontario! may be classified into four categories—public general, 

public special, private, and federal. Public general hospitals may be owned and 
operated either by lay voluntary associations or corporations, by religious bodies 
or associations, by municipalities, or by the Province. They provide services of a 
generalized type to the public on a non-profit basis.” Public specialized hospitals 
are owned and operated under similar non-profit auspices but restrict their care 
to a particular disease or patient category.? Private hospitals are operated for 
private gain and may be owned either by lay individuals and associations, or, 
occasionally, religious associations.* Federal hospitals are owned and operated 
by departments of the Dominion Government to provide either general or spe- 
cialized services for special groups of people for whom the Dominion has health 
care responsibility, such as veterans, Indians and Eskimos, workers on federal 
works projects, and the armed forces.° 


The Ontario Hospital Services Commission, which reports to the Legislature 
through the Minister of Health but is administratively separate from the Ontario 
Department of Health, has two main responsibilities. In the first place, it 
administers a hospital care insurance plan on a shared cost basis with the 
Dominion. Membership in the Plan is compulsory for people employed by an 
organization with 15 or more employees. An employer with between 6 and 14 
employees may request the Commission to enrol them. Premiums are deducted 
from payrolls and sent to the Commission by employers. Other people may apply 


NOTE: The source of all of the following footnote data is Canadian Hospital Directory, 1962 
(Toronto: The Canadian Hospital Association, 1962), p. 13, Tables 1 and 2. 

1Of 319 hospitals, 115 with 2,745 beds set up had fewer than 50 beds each; 59 with 4,153 beds 
had between 50-99 beds each; 59 with 8,113 beds had between 100-199 beds each; 30 with 
7,219 beds had between 200-299 beds each; 22 with 7,940 beds had between 300-499 beds 
each; 34 with 37,672 beds had 500 or more beds each. 

2Of 190 institutions with 31,601 beds set up, 122 with 16,226 beds were lay, 45 with 9,423 beds 
were religious, 22 with 5,887 beds were municipal, and 1 with 65 beds was provincial, 29,043 beds 
were general; 1,581 were chronic; 465 were mental; the remainder included orthopaedic, 
contagious, and convalescent beds. 

3Of 59 institutions with 30,578 beds set up, 25 with 4,818 beds were lay, 8 with 1,754 beds were 
religious, 3 with 299 beds were municipal, and 23 with 23,707 beds were provincial. 22,764 beds 
were mental, all but 26 in provincial mental hospitals; 3,980 were chronic; 3,101 were tuberculosis 
beds, of which 2,333 were in lay sanatoria: 583 were convalescent; 150 were general beds. 

4Of 55 institutions with 1,787 beds set up, 50 with 1,625 beds were lay (chiefly general, chronic, 
and mental beds), and 5 with 162 beds were religious. ; 

5Fifteen institutions with 3,876 beds set up, of which 2,330 were general, 902 mental, 528 chronic 
and 116 tuberculosis. 
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directly for either individual or family coverage and pay premiums directly on a 
quarterly basis. Coverage is dependent on payment of the premium in advance. 
New members are protected from the first day of the third month after the initial 
premium has been received. As of February 1963, some 97.3 per cent of the 
population of Ontario are reported to be covered for all necessary in-hospital 
services, excluding payment of private doctors, and for emergency out-patient — 
care with necessary follow-up within 24 hours of an accident.1 Municipalities 
may either pay the premiums for indigent residents or alternatively pay their 
bills, if in hospital, at a set per diem rate. The Province pays the premium for 
those on categorical assistance allowances. 


The second task of the Ontario Hospital Services Commission is to develop a 
hospital system to meet the needs of the province. This is the responsibility of 
the Hospital Services Branch which has two divisions. The Hospital Consulting 
Services Division provides expert consultant advice and assistance to hospitals 
on different aspects of administration and service. The Hospital Planning Divi- 
sion approves plans of hospital construction, expansion, and renovation for pro- 
vincial and federal grants. It also collects data on such matters as bed use, etc., 
and conducts studies related to its planning functions. For planning purposes, 
the Commission has classified active treatment hospitals into three operational 
categories. Community hospitals are small or medium-sized ones which serve a 
local community and provide chiefly general medical, obstetric, and minor or 
relatively minor surgical services. District hospitals are larger ones in larger 
communities which, in addition to a local community service, also serve as 
referral centres for certain purposes because of their more specialized staff, 
equipment, and range of services. Regional hospitals” are large ones in university 
centres and certain other cities which provide a full range of specialized services. 
A regional hospital acts as a referral centre for an extensive surrounding area as 
well as providing more general services in its own community. 


DISCUSSION OF FIELD STUDY FINDINGS 


Staffing and Services 


Medical Staff in Rural, Smaller Urban, and Isolated Communities 


One of the serious problems outside larger urban communities is the 
relative and sometimes total absence of qualified specialists of all types, 
including even the basic ones—the general surgeon, the internist, the obstetrician, 
and the paediatrician. This situation makes it difficult to develop quality 
supervision of hospital work, through staff committees, for example, a tissue 
committee or an infant mortality committee. It also makes it hard to establish a 


policy limiting the nature of work which doctors with different degrees of 
training may undertake. 


‘As reported by the Minister of Health to the Ontario Legislature, February 1963. Care in 


tuberculosis sanatoria and in mental hospitals is covered under the Ontario Plan but the 
Dominion does not share the cost. 


2Ottawa, Kingston, London, Toronto, and Hamilton are regional centres. Windsor and Sudbury 
are regarded as sub-regional centres. 


°For specific details on the four communities studied, reference should be made to Appendixes 
I-IV, pp. 173-317. 
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| An illustration of some of the difficulties is seen in one town visited. It has a 
hospital of 40 to 60 beds with limited nursing and ancillary personnel and 
necessarily limited facilities. There are fewer than six doctors using the hospital, 
most of whom have had some practical surgical experience but possess no formal 
qualifications. On enquiry as to the type of work performed in the hospital, the 
reply was that all major surgery, such as neurosurgery, spinal work, and cardiac 
surgery, was referred to Toronto or to the largest hospital in the region. Only 
procedures, such as gastro-intestinal surgery were carried out locally. The 
doctors in this community are competent and honest practitioners. In an era 
when communications were less adequate, undoubtedly they had to undertake 
_such procedures. However, in terms of modern practice and transportation this 
pattern is open to serious question. 


i 


| 


| Such a hospital, even if of sufficient size, usually cannot meet the require- 


ments of the Canadian Council on Hospital Accreditation on medical staff 
functions.” All the doctors using it regard themselves as comparable in status and 
tend to be reluctant to accept even limited review and other quality controls by 
colleagues, who are as well competitors. Even where the doctors work in groups, 
there sometimes appears to be reluctance to have members of one group review 
work by members of another group. 


In some areas, it is interesting to find several less common types of special- 
ists, such as radiologists and pathologists, but few, if any, certificated or fellow- 
ship surgeons, paediatricians, obstetricians, and internists. The specialties of 
radiology and pathology require very specialized skills and really are staff type 
services for the other doctors. As such they present no economic threat. In rural 
and isolated areas and districts, it seems clear that these latter specialists can 
be attracted, if assured of sufficient work and incomes. For example, in the 
‘Timiskaming District the two radiologists serve the hospitals in the Timiskaming 
area as well as a number outside on a weekly scheduled basis.? On this basis they 
have more than enough work to do and feel that their incomes are adequate.* 
Likewise, the pathologist in Haileybury provides service to the Haileybury and 
‘to the New Liskeard hospitals® and the pathologist in Kirkland Lake provides 
‘service to the Kirkland Lake and Englehart hospitals.6 On the other hand, in 
‘other areas comparable arrangements do not exist and these specialists are not 
found. 


If there were a regional health services organization, such specialists could 
be attracted more easily, since they could thereby be assured a sufficient volume 
of work and a sufficient income. Depending upon the local circumstances, the 


1For obvious reasons, this particular reference has been modified somewhat to disguise the 
actual location of the hospital described. No particular purpose would be served by identifying it 
specifically since it is used merely as an illustration. 

2The Council is presently working on a plan for accrediting small hospitals. 

®See Appendix III, p. 281. ; } 

4The arrangement appears to be working satisfactorily. There, however, Is a potential ihe 
in such situations that a radiologist could offer to serve so many hospitals that he does ee na 
read reports, since it may be financially more rewarding to hire technicians to do t i 5 u 
radiological work. This situation would raise. questions of supervision. and quality of wor , cape 
A regional pattern would eliminate this potential danger in the present, relatively unplanne 
- arrangements. 
°See Appendix III, p. 281. 
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method of payment could be either a full salary arrangement or an agreed 
consultation fee arrangement with or without a basic salary. The radiologists and 
pathologists would be available to all the doctors in the area and not just to 
those attached to one particular hospital. 


A regional arrangement for the retention of specialists could also be used for 
other less common types of consultant, such as orthopaedic surgeons, psychia- 
trists, ophthalmologists, otorhinolaryngologists, urologists, and dermatologists, 
who need a relatively large population for a full-time consultation practice. The 
evidence of group practice prepayment plans in the United States is that 
approximately 35-60,000 people, depending upon geographic and demographic 
factors, are required to support such services fully." 


The specialists should have their offices and facilities at the base hospital for 
the region. Otherwise there might be attempts by each of the individual 
hospitals to obtain separate special equipment and facilities. This would be 
economically wasteful. 


The question of attracting basic specialists, such as pediatricians, obstetri- 
cians, internists, and general surgeons, is a more complex one. If they come to 
rural and small urban communities, they usually have to do a good deal of 
general practice in order to earn acceptable incomes. Thus, they are in 
competition with their colleagues. In turn, these colleagues are reluctant to refer 
patients to them since the patients may become the general practice patients of 
the specialist and not return to the referring family doctor following the 
consultation. Examples were cited, during the field visits, of specialists who had 
come to the smaller urban centres and rural communities but who were unable 
to remain because they did not receive enough referred work. 


One answer would appear to be some form of group practice. In one area, a 
certificated surgeon had been attracted in this way.2 However, there are 
limitations in that only the doctors belonging to a group may wish to refer 
patients to a specialist in the particular group. Doctors not in the group or in 
another group may be reluctant to do so. Group practice could be encouraged 
through long-term loans for facilities from government and from prepaid plans. 


In more isolated and sparsely settled communities, it would appear to be 
necessary to consider attracting basic specialists on a regional basis as outlined 
above for less common types of specialists. They would act as consultants to the 
entire region. They should be paid a basic salary so that they would need to do 
only consultant work. Thus, there would be no economic threat to their 
colleagues in general practice but their presence would help the general men to 
provide a better standard of work. If the local economic and other circumstances 
warranted it, some additional income on a consultation fee basis could be 
developed over and above the basic regional retainer. 


1John E. F. Hastings, Report to the Toronto Labour Health Centre Organizing Committee 
(Toronto: Toronto Labour Health Centre Organizing Committee, 1962), pp. 20-21. 


?See Appendix III, p. 281. 
°See p. 35. 
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None of the areas studied had an absolute shortage of family doctors, though 
some had experienced temporary shortages from time to time. It remains to be 
seen whether the fellowship programme of the Ontario Department of Health, 
whereby medical students are given financial assistance for their education, and 
return a period of service in a rural area following qualification to practice, will 
provide a solution to shortages of family doctors in rural and isolated communi- 
ties. It will no doubt be a help to recruitment for relatively well-populated rural 
areas which can support a physician in private practice and which are not too 
isolated in location. In sparsely settled, economically depressed, or isolated areas, 
however, it is unlikely to prove a sufficient attraction, unless in addition 
satisfactory hospital facilities, ancillary staff and services, reasonable referral 
arrangements! and living accommodation are made available and there is an 
acceptable basic income on a guaranteed salary basis. 


A regional system of health services organization would make it possible to 
provide these additional requirements. Some family doctors attracted under such 
an arrangement might remain permanently because they find they like the life. 
However, it is likely, according to the experience of comparable programmes in 
Britain, Scandinavia, and elsewhere, that a majority would remain for between 
two to five years only, because of personal and family reasons as well as 
professional reasons. Together with the proposed regional specialist arrangement 
suggested previously, this suggestion would none the less provide as satisfactory 
Service as is possible under circumstances of isolation and scarcity of population. 


The question of assuring basic medical and specialist services for isolated 
and sparsely settled communities and specialist services in rural areas and 
smaller urban communities is one which the medica] profession and govern- 
ments must face squarely. Present efforts are not solving the problem. Other 
possible suggestions are discussed in Chapter III.’ 


Registered Nurses and Auxiliary N ursing Personnel 


In all four areas visited there are greater or lesser shortages of registered 
nurses\* for providing bedside nursing care in the hospitals. The problem is most 
acute during the summer vacation period and for night and week-end work. 


Moreover, a variety of factors have created an artificial shortage over and 
above any actual shortage. Private nurses presently may spend more than 
one-half of their time on non-nursing activities. Skilled nursing time is not being 
used to full advantage when secretarial tasks are assigned or when nurses are 
asked to cover for shortages of other types of staff, such as in hospital pharmacies 
at night. Much private duty nursing could be eliminated if all hospitals provided 
necessary nursing on private as well as public sections. Better use of skilled 
nurses could be achieved by the wider use of such measures as progressive 
patient care and a re-organization of hospital wards and services on the basis of 
the degree of illness of patients rather than as at present into separate 
Jepartments. 


*For example, readily available train, motor, or air ambulance service to a base hospital or toa 
large city hospital if required. 

*See pp. 35-36. 

’See pp. 51-53. i 

“As defined under The Nurses Act, 1961-62 (Ontario). Presently nurses AS eens ae: 
Iniversity degree courses, in hospital diploma courses of three years length ie tees oat 
Ontario Grade XIII or XII standing, or at the Nightingale School in Toronto which is a 
and provides a two-year basic course after Ontario Grade XIII. 
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One of the more serious shortage situations was seen at the Misericordia 
Hospital in Haileybury which had, at the time of the visit, 199 beds and a staff of 
only 25 registered nurses, including Sisters who were registered nurses. The 
registered nurses were engaged in supervisory work or in operating room work. 
Patients received bedside care from registered nurses only when quite ill. The 
inability to provide the standard of care which they felt people should receive 
was a matter of considerable concern to the hospital authorities. It was also a 
matter of wide-spread complaint by physicians and patients. Were it not for a 
large number of registered nursing assistants,! the hospital could not have 
operated fully. The hospital has been able to obtain registered nursing assistants 
in any number only because they offer a provincially approved training course. 
The graduates of such a course, because of the educational requirements for 
admission, content, and length of the course,? are able to assume only limited 
clinical care of patients and perform largely routine care and duties. 


Other hospitals in the Timiskaming District? and in Huron County‘! had 
shortages of registered nurses but not to the same extent. In Peterborough and 
in the Metropolitan Toronto area there have been delays in opening some new 
sections in hospitals. During the summer period, in some cases, sections of 
hospitals have had to be closed temporarily because of an inability to obtain 
sufficient nursing staff. 


In the larger urban centres especially, incomes and working conditions in 
nursing are not as attractive as in some other fields open to women. Salaries for 
registered nurses, with added increments for post-graduate training, need to be 
increased to a level comparable with other skilled work. 


Outside the cities and larger towns an important factor appears to be the 
socio-economic status of an area. For example, communities, such as Goderich, 
Kirkland Lake, and New Liskeard, which have diversity in business and 
industry, attract families of higher educational status. In such families, some of 
the wives are graduate nurses. Communities which are predominantly mining or 
rural shopping centres only do not have the same attraction for such families. 


Were it not for married nurses, shortages in all of the study areas would be: 
acute not only in hospital nursing but in all nursing fields. There should be 
greater attention to the use of married nurses on a part-day basis, as is done) 
already in many places. Courses to help nurses who graduated some years ago to: 
refresh their skills, such as are provided by the Registered Nurses Association of. 
Ontario are helpful. A regional pattern of health services organization would 
make such efforts easier to plan and effect. 


1Formerly known as certified nursing assistants. Under The Nurses Act, 1961-62 (Ontario), they 
are now known as registered nursing assistants. The provincial Department of Health has assisted 
certain hospitals, and technical or vocational secondary schools in association with hospitals to 
establish approved courses, and operates courses at several centres itself. As of October 1962, there’ 
were 39 approved courses of which five were Department operated, two were operated by: 
vocational or technical schools, one by the Royal Canadian Army Medical Corps and the. 
remainder by hospitals. See Appendix III, p. 285. 


*The courses are ten months in length, except for several part-time evening courses of 12) 
months. The minimum requirements for applicants are completion of Ontario Grade VIII) 
education, an age of 17 years, and a certificate of health. Some centres require higher academic) 
qualifications. The courses must meet curriculum content standards and requirements on teaching. 
staff. The curriculum has both theoretical and supervised practice components. { 


3See Appendix III, pp. 283-288. 
‘See Appendix II, pp. 241-250. 
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In all areas another factor is the greater variety of occupational opportuni- 
ties open to girls than used to be the case. More young women proportionately 
need to be encouraged to take sufficient education to be able to enter fields, such 
as nursing. 


There is considerable doubt in the minds of many educators as to whether 
the hospital courses, even in large hospitals, which are based on apprentice-type 
learning methods and may emphasize hospital service needs over the nursing 
students’ academic requirements, are acceptable as modern educational settings. 
In other skilled professional fields the apprentice-type courses have almost 
entirely ceased to exist. One suspects that this may be a deterrent to girls who 
might otherwise consider nursing careers. From an educational viewpoint the 
establishment of independent schools, such as the Nightingale School in Toronto, 
which can emphasize the academic content of nursing education and still use 
hospital facilities for practical field experience, should be encouraged. University 
courses will continue to give valuable undergraduate and post-graduate oppor- 
tunities to those who are academically qualified and who are considering possible 
careers in specialized fields, such as teaching, research, administration, and 
public health. 

It is not within the scope of this study to consider nursing education 
facilities in detail. However, some comment is indicated on the problems 
observed in the smaller urban and rural communities, since educational and 
staffing questions are to a large extent interrelated. Small- and even medium- 
sized hospitals individually cannot maintain satisfactory nursing schools. They 
cannot obtain nurses with post-graduate education to conduct academic courses 
and to provide clinical instruction and supervision of an acceptable standard. 
They lack a sufficient variety in types of patient for teaching. It is, therefore, not 
practical for individual small, or even medium-sized, hospitals to operate their 
own nursing courses. 


! Regional nursing schools, operated independently of any one hospital, and 
provincially financed, possibly patterned after the Nightingale School in To- 
ronto,1 would provide an answer to the educational problem in rural and smaller 
urban communities. It would be reasonable, for example, in the Timiskaming 
area to have a regional school which could use the combined facilities of the 
hospitals in Kirkland Lake, Haileybury and, to a lesser extent, those in New 
Liskeard and Englehart, for practical experience. Likewise, in the Huron County 
area a regional school could use the facilities not only of the larger hospital in 
Goderich but also of the smaller hospitals in Wingham, Clinton, Exeter, and 
Seaforth. These schools could obtain qualified teachers? and clinical supervisors 
and could provide courses meeting acceptable academic standards. Some special- 
ization within courses would also be possible under such a system. Regional 
schools could make arrangements with, the nearest Ontario Hospitals for exper1- 
ence in the mental care field and the nearest sanatorium for experience 1n the 
tuberculosis field. Independent schools offering basic courses, such as the Night- 
ingale School, would also help to provide additional nurses in the cities where 
existing hospitals already have courses. 


1The Nightingale course is a two-year basic course. Regional schools could be either of this 
basic type or could have additional specialized options during a longer course. Some specialization 
could also be offered through post-graduate courses. 

2Some special teachers, medical and nursing, could be brought from larger centres on a block 
teaching schedule to the regional schools. 
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It is recognized that some existing schools, which are educationally inade- 
quate, might be reluctant to discontinue courses. They could be encouraged to do 
so if a regional pattern of administration for hospital services and other health 
services were established. In some cases, a decision by the provincial authorities 
might be required. 


A regional pattern would, of course, not guarantee that the nurses would 
remain in the area where they trained. However, a large proportion of the girls 
reasonably could be expected to remain, particularly if they married. 


In Canada, little effort has been directed to attracting more men into 
nursing careers, except in special fields, such as psychiatry and urology. Even in 
these fields, many of the male nurses were trained overseas and have subse- 
quently immigrated to Canada. A course at an independent school on a trial basis 
is suggested as a beginning. 


Some consideration of the availability of subsidiary nursing personnel, such 
as registered nursing assistants and other auxiliary nursing personnel, is also 
indicated. These personnel in some hospitals outside the cities may form a high 
proportion of the nursing staff, as for example in Haileybury where there are 
approximately three for every registered nurse. In hospitals in cities and larger 
towns the tendency is for auxiliary nursing staff to be fewer in numbers than are 
registered nurses. Their proportions in any hospital appear to be related largely 
to the availability of registered nurses. In city hospitals they chiefly carry out 
simple, routine aspects of bedside care and more skilled work is done by 
registered nurses. In rural hospitals, on the other hand, they may of necessity 
provide a large part of the bedside care. It was our impression that some of the 
hospitals in rural and semi-rural areas were operating courses for registered 
nursing assistants primarily in an effort to obtain staff and that standards were 
the bare minimum required for provincial approval. Smaller hospitals lack 
qualified teaching personnel and training opportunities for the girls taking the 
courses. The doctors in communities where smaller hospitals were offering 
courses expressed concern over the standards of the courses and the resultant 
skills of the graduates. In our opinion, such courses in small- and medium-sized 
hospitals should be discontinued. 


Sometimes hospitals in desperation may provide unapproved auxiliary 
nursing training. These unapproved courses are at best an unsatisfactory 
“stop-gap” for meeting the service needs of hospitals and should be discontinued 
as quickly as possible. 


As with registered nurses, the answer seems to be the establishment of large 
regional schools which could obtain qualified teaching staff and which would use 
the hospitals in the area for practical teaching. Such courses on a central basis 
have been established in some other provinces through co-operation between 
the provincial health and education authorities under existing federal vocational 
training legislation. 


However, there are other factors to consider. Some of the women who wisk 
to take training as nursing assistants are tied to their own community by reasor 
of marriage, owning a home, or family responsibilities. They are able to take 
training in a local hospital, but it would be difficult for them to leave the 


t 


1See Appendix III, p. 285. 
2Manitoba and Saskatchewan. 
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community and take training at a regional school unless it was within easy 
commuting distance. In order to bring these people, many of whom have a 
genuine interest in nursing, into regional training programmes, as much teach- 
ing as possible should be done in the local hospitals. This result could be 
achieved by having the teaching and supervisory staff go out to the hospitals for 
much of the course work. Only special academic work and special practical 
‘work would be provided centrally on a scheduled block basis of so many days 
‘per month and for short periods at the start and end of a course. 


| However, a re-organization of training arrangements will not meet the 
isituation alone. If sufficient numbers are to be attracted, the work must be 
interesting and salaries must be attractive. Further attention should be directed 
to the type of training needed for registered nursing assistants and other 
auxiliary nursing personnel, based on further clarification of the type of work 
they should be allowed to perform. Additional study is also needed on the 


desirable proportion of registered nursing staff to auxiliary nursing personnel. 


Some Other Professional Personnel 


Even in many hospitals in cities visited, there were serious shortages of 
professional personnel, such as pharmacists, physiotherapists, occupational ther- 
/apists, medical social workers, and university-qualified dietitians. In areas such 
'as Huron County and Timiskaming,! they either do not exist at all or, at best, 
‘can be retained for short periods from time to time only. Incomes do not seem to 


q 


‘be a major factor, except in the case of hospital pharmacists, since several of the 
hospitals visited were offering almost any salary and any facilities which a 
iqualified applicant would wish but were having no success in getting such 
applicants. There are actual numerical shortages of qualified personnel. 


! The larger city hospitals are able to attract those available, partly because of 
the social amenities in a city but also because they offer work of sufficient variety 
jand challenge. Moreover, in small- or even medium-sized hospitals, personnel, 
‘such as physiotherapists and dietitians, may be expected to assume too much 
responsibility for prescribing care on occasion because of a lack of understand- 
ing on the part of the doctors of their proper functions. Finally, the employment 
of special personnel by individual small- or medium-sized hospitals is not 
economically warranted. 


On the other hand, it is clear that a region containing several hospitals 
‘would provide a sufficient volume of interesting work and would also make it 
economic to obtain such personnel. This type of arrangement would also 
lovercome the problem noted in our field visits of doctors, who are not staff 
members of a hospital with physiotherapy and occupational therapy services, 
having to refer patients to doctors who were able to obtain these services for 
their patients. The result, under these circumstances, is that patients may not get 
referred. 


| A qualified, university household economics or household science graduate 
for example, could well serve all the hospitals,” other institutions, and even a 
home meal service in a region with the assistance, in the individual institutions, 
| 
| 


1See Appendix II, pp. 241-250, and Appendix III, pp. 283-288. 
2For hospital dietitians, a broken internship of 3 months as a dietary dep h d of the 
the end of the first university year, 3 months with emphasis on purchasing at the en 


i - ised period is required by the Canadian Dietetic 
second university year, and a final 4-month supervised p Wie gente 


artment employee at 


Association in an approved setting. In the case of the University of British 
one-year terminal internship in an approved hospital is required. 
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from graduates of food supervisors courses, such as that leading to a Diploma in 
Home Economics at the Ryerson Polytechnical Institute in Toronto. 


Similarly, if attached to a regional health services organization, pharmacists, 
physiotherapists, occupational therapists, and medical social workers might serve 
several hospitals and other institutions, if these were reasonably close together. 
In the case of physiotherapy, it might also be possible to provide some home care 
services. The numbers of each type of personnel required in any region would 
depend upon the use to be made of their services as well as on the geographic 
area, transportation facilities, and the population to be served. 


However, there are other considerations. Enrolments in existing university — 
courses in household economics and social work are below capacity. Some 
pharmacy courses are not at capacity enrolment. Therefore, there should be 
greater encouragement and financial support by the Province and the Dominion 4 
to high school students to go on for further education and training, including 
careers in these fields. 


The possibility of extending opportunities for supervised, adequately paid, 
hospital internships for more pharmacy graduates should be considered. This 
could be done under a regional hospital services pattern, since an experienced 
pharmacist at the regional base hospital could supervise the interns at the 
satellite hospitals. This would also permit rotation through the base hospital. 


In the case of physiotherapists and occupational therapists, it is suggested 
that studies be made of existing educational facilities and of the possible 
addition of further university courses and the possible development of courses in 
technological institutes, such as the Ryerson Polytechnical Institute in Toronto. 
The latter institution has a two-year course in handicraft teaching which could 
be changed into a full occupational therapy course.” Of interest also is the special — 
eighteen months course at Kingston, under the auspices of the Canadian 
Association of Occupational Therapy, which graduates qualified therapists.? | 


In general, it is our view that education in professional and skilled technical — 
fields should be provided through educational institutions rather than under the 
auspices of professional associations. However, associations can play a useful role > 
in establishing pilot courses and they should also be consulted on courses offered | 
by the educational institutions. 
Finally, greater attention in medical undergraduate education and in 
hospital medical staff education is needed so that doctors will understand better | 
the functions of non-medical professional colleagues and not expect them to- 
undertake responsibilities which are primarily medical ones. For example, in- 
some smaller hospitals especially, non-medical professional workers, such as 
physiotherapists and dietitians, are sometimes expected to prescribe treatment ’ 
because some doctors themselves may be uncertain about the precise recommen- | 
dations to make. | 


1Approved courses in food administration are also provided by the T. Eaton Company in | 


Toronto, the Canadian Army, and the Royal Canadian Air Force. 


*Graduates who take summer work on education subjects are eligible to teach craft work in i 
schools, It is understood that a few are working in rehabilitation programmes. {| 
*The course is supported by the National Health Grant programme and by the Province. It is | 


open only to holders of a university degree or diploma, registered nurses, and those with a I 
teaching certificate. | 
. 
i} 
{| 
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Hospital Administrators 


One professional worker of particular importance to hospitals is the hospital 
administrator. Increasingly graduates of university courses are being appointed 
in larger urban hospitals. In Canada, the courses are provided at the Schools of 
Hygiene in the Universities of Toronto and Montreal.! Candidates must be 
graduates in arts, medicine, or the sciences with acceptable academic qualifica- 
tions, aptitude, and experience. Enrolments are limited and graduates are, thus 
available only to large hospitals and for other senior posts. The courses cover one 
academic year of nine months and a further supervised internship year which 
includes regular intramural seminars and an acceptable thesis. 


raduates of this course or were planning to take it. It is, however, a demanding 
course and not entirely suited to the capacities and requirements of administra- 
tors in small hospitals. 


4 


It is suggested that a comparable course to that offered through the 
University of Saskatchewan for administrators of small hospitals of 50 beds or 
less be developed either on an extension basis through an Ontario university in 
co-operation with the Canadian and Ontario Hospital Associations or through the 
Canadian Hospital Association itself. 


In general, it is our view that professional associations should seek to have 
responsibility for longer extension courses assumed by academic institutions and 
that they should provide such courses only on an initial pilot basis. On the other 
hand, there seems to be a definite role for professional associations in offering 
short courses, in-service courses, and refresher courses for professional, techni- 
cal, and ancillary personnel. 


ti 


i A regional hospital organization pattern would permit employment of a 
well-qualified senior regional hospital administrator and of experienced exten- 
sion course administrators for each large hospital. For a group of small hos- 
pitals, especially if accounting, purchasing, laundry and other services were 
centralized, less rigorously trained administrators in each small hospital could 
be supervised by one qualified administrator. 


f 


| 
Medical Record Librarians 


Medical record librarians are presently taught in Ontario at four approved” 
‘hospital schools with courses of 12 months following Ontario Grade XIII or its 
equivalent or following graduation from an accredited school of nursing or a 
normal school. Proficiency in shorthand and typing is also required. Since 1953, 
there has also been a two-year extension course, sponsored jointly by the 
Canadian Hospital Association and the Canadian Association of Medical Record 
Librarians. Candidates must have Ontario Grade XII standing or its equivalent 
‘and be employed during the course in an approved medical record department. 


1A course is being planned by the University of Ottawa. 
2Approved by the Canadian Association of Medical Record Librarians. 
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Upon successful completion of a formal course at a school or the extension course 
plus an additional year of active work, the student becomes eligible for the 
examination as a registered record librarian set by the Canadian Association of 


Medical Record Librarians. Both types of course fit graduates for posts in larger — 


hospitals and institutions. 


With the development of more approved hospital schools, in 1963-64 the 
present extension course is to be replaced by a jointly sponsored! extension 
course of nine months designed for staffing smaller hospitals and for providing 
assistants in larger hospitals. It is to consist of home study lessons for eight and 
one-half months followed by a three weeks intramural session at an approved 
hospital medical record department. Those who complete the home study portion 
successfully receive certification as medical record clerks. Those who received 60 
per cent or more on the examination and who have the Ontario Grade XII 
Secondary School Graduation Diploma or its equivalent may take the intramu- 
ral course and sit for the examination for accredited record technicians. It is 
expected that this move will lead to greater numbers of candidates for training. 


Medical Laboratory Technologists 


Medical laboratory technologists in Ontario may train either in one of 
approximately 50 approved hospital courses? or at the Central Laboratory of the 
Ontario Department of Health in Toronto or the laboratory of the Hamilton 
Health Association. Training is for a minimum of 12 months but may extend 
over two years. Applicants must have Ontario Grade XIII standing or its equiv- 
alent, including chemistry, two mathematics, and either physics or biology. On 
completion of training the student may sit for the certification examinations of 
the Canadian Society of Laboratory Technologists. Successful candidates are 
qualified for annual registration as a registered technologist. Recently a course in 
medical laboratory technology has been jointly developed between the Ryerson 
Polytechnical Institute and the Ontario Department of Health. The course 
consists of one year of academic work in physics, chemistry, general microbiolo- 
gy, mathematics, and English at the Ryerson Polytechnical Institute followed by 
one year of practical training at the Technical Training Centre of the Ontario 
Department of Health Central Laboratory in Toronto. This course is designed for 
those who lack the necessary science and mathematics background for direct 
admission to one of the approved 12-month courses.* Graduates receive a 
certificate in medical laboratory technology and are eligible for registration in 
the Canadian Society of Laboratory Technologists. 


X-ray Technicians 


X-ray technicians in Ontario are trained over two years under the supervi- 
sion of a certificated radiologist and a qualified radiological technician in either 
diagnostic or therapeutic X-ray technique. An applicant must have the Ontario 
Grade XII Secondary School Graduation Diploma or its equivalent, including 


1Canadian Hospital Association and Canadian Association of Medical Record Librarians. 


*Approved by the Canadian Medical Association’s Committee on Approval of Training Schools. 
There are about 100 approved hospital schools in Canada. A number of universities outside 
Ontario offer either degree or certificate courses in this field. These are chiefly designed for 
specialization work. 


“Applicants must have the Ontario Grade XII Secondary School Graduation Diploma or its 
equivalent. Training bursaries are provided. 
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mathematics and science, or be a graduate of a recognized nursing school. On 
completion of training the student may sit for the examinations set by the 
Canadian Society of Radiological Technicians in either diagnostic technique or 
radio therapeutic technique. A successful candidate becomes registered in one or 
other field. A further year of training permits joint qualification. There are 
approximately 40 hospitals approved as training centres for diagnostic radiogra- 
phy and four centres! approved for training in radiotherapy in Ontario. 


General Comments on Medical Record Librarians, Medical Laboratory Tech- 
nologists, and X-ray Technicians 


Outside the larger centres serious shortages of qualified medical record 
librarians, X-ray technicians, and laboratory technologists were observed in 
almost every hospital. Most of the graduates of the formal courses in all three 
fields take jobs in larger urban hospitals rather than in small- and medium-sized 
hospitals in smaller cities, towns, and rural communities. As a purely “stop-gap” 
measure some of these latter hospitals are using people without approved formal 
training who have received some degree of in-service training in these jobs. 
Concern over this situation was expressed by doctors and hospital authorities 
wherever we visited. 


A related problem is the limited, qualified supervision of technical staff 
members in several of the hospitals visited, especially in the laboratories and to 
a lesser extent in the X-ray sections. The quality of medical record keeping in 
these hospitals also in general leaves much to be desired. 


A potent argument in favour of a regional hospital system is that it would 
permit a more efficient development of laboratory, X-ray, and medical record 
services in each region, including more effective professional supervision of 
technical personnel in smaller hospitals, and better general utilization of trained 
personnel. 


General Comments on Personnel 


A consideration of the whole field of hospital personnel described in the 
preceding pages raises several general questions for which we believe profes- 
sional and technical associations and hospital authorities must find satisfactory 
answers. 


With shortages in almost every field, it seems clear to us that the various 
professional groups should study intensively the possible and best use of more 
technically trained personnel. Unnecessarily restrictive professional association 
policies should not be permitted to hamper a reasonable use, under qualified 
professional supervision, of technically trained, auxiliary personnel. We note 
with interest, therefore, that the Ontario Hospital Association offers a full-time 
course of six months for training food supervisors and is studying the possible 
development of a ten-month correspondence course combined with one or two 
short intramural sessions at selected centres. Under the latter proposal, Ontario 
Dietetic Association members would serve as supervisors for trainees in their 
areas. These programmes are designed to meet the needs of smaller hospitals. A 
four-month course for occupational therapy assistants to assist in the Ontario 
Provincial Mental Hospital Service has been developed at the Ontario Hospital in 
Kingston. Candidates must have completed Ontario Grade X or its equivalent. 
Training bursaries are available. Possibly, comparable types of courses for 
auxiliary physiotherapy and occupational therapy personnel would be a useful 
development. 


1The Princess Margaret Hospital in Toronto and the clinics in Hamilton, Kingston, and Ottawa 
of the Ontario Cancer Treatment and Research Foundation. 
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We also note that short courses for other hospital personnel, such as surgical 
technical aids! and orderlies,2 are being provided by some individual hospitals 
and for purchasing agents and other office personnel by the Ontario Hospital 
Association. These are all valuable contributions to the overall training oppor- 
tunities in the province. The demand for comparable courses will undoubtedly 
grow as more and more types of technical personnel are required. 


However, the multiplication of types of personnel, of courses, and of course 
auspices can lead, if it has not already, to an uncontrolled and confused situation 
in admission standards, in course contents, and in course purposes. Questions, 
such as these, should be asked: in an effort to achieve greater status have 
admission academic requirements to some established technical courses been set 
at too high a level? Is it realistic in terms of recruitment and in terms of the jobs 
to be performed to demand Ontario Grade XIII or even Grade XII standing for 
applicants to less skilled technical fields? What should be taught in the various 
courses? What tasks do we wish their graduates to perform? Who should be 
responsible for providing courses? Professional and technical associations? The 
hospitals? The Ontario Health Department? The Ontario Hospital Services 
Commission? The Department of Education? 


If acceptable common standards of training and teaching are to be 
established and if problems of under-supply and possible over-supply of 
technical personnel are to be avoided, the Ontario Departments of Education and 
Health and the Ontario Hospital Services Commission should, in co-operation 
with the hospital, medical, and technical associations concerned, develop prov- 
ince-wide patterns of training. In turn, efforts need to be directed to establishing 
agreements on training standards with the other provinces. To some extent these 
things have been done but the picture is still largely a confusing one of 
unco-ordinated programmes. 


Though we wish to commend the efforts of the various professional, 
technical, and government bodies who have developed training programmes, it is 
our view that in some fields there is undue emphasis on apprentice training at the 
expense of consistent academic standards. We, therefore, feel that the develop- 
ment of courses in association with academic institutions, such as the Ryerson 
Polytechnical Institute, is a trend to be encouraged as further regional institu- 
tions of this type are established. We recognize that there has been some 
professional resistance to suggestions for training X-ray technicians on other 
than the apprentice system through a central or regional school pattern. Nor has 
the development of the joint programme between the Ryerson Polytechnical 
Institute and the Ontario Department of Health for medical laboratory techno- 
logists been welcomed by everyone. The opening in the autumn of 1962 of a 
regional school for hospital laboratory technologists in Hamilton supported by 
five hospitals is also a development which may lead to the establishment of 
further regional schools. 


Finally, it is suggested that a regional pattern of hospital services would 
facilitate the establishment of regional training programmes based on regional 
hospitals and provincial laboratories, to replace the smaller individual hospital 
courses. Courses in large hospitals with good supervisory and training facilities 
would, therefore, continue as a basic part of the pattern but courses in smaller 
hospitals would be merged on a regional basis. In some cases, one or two 
centrally located training courses may be the preferred solution for more 


1For example, the Toronto General Hospital and Hospital for Sick Children, Toronto. 
*For example, the Toronto Western Hospital. 
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specialized training, for example, at such institutions as the Ryerson Polytech- 
nical Institute and the Central Laboratory of the Ontario Department of Health. 
The actual patterns need careful planning. The point at issue is that planned and 
co-ordinated province-wide patterns should be developed. 


| Organization and Administration! 


| An underlying problem in the hospital field is that of organization and 
administration. In rural and smaller urban communities, such as Huron County? 
_and the District of Timiskaming,’ when transportation was less efficient it was a 
‘matter of necessity as well as local prestige to have a small hospital in most 
towns. Thus, in rural and semi-rural regions there are usually several in- 


dependent small- and medium-sized hospitals. 


| As a rule, a medium-sized hospital in such a region at present is used only as 

a local general hospital and not as a referral hospital for the surrounding area. It 
has difficulty in obtaining special equipment and facilities and in attracting 

specialists to the staff. A small hospital in such a region can never expect to be 
able to provide the variety and level of services of a large hospital. Presently, 

accreditation is, therefore, either difficult or impossible to achieve, though the 
Canadian Council on Hospital Accreditation is endeavouring to deveree accredi- 
tation standards for small hospitals. 


In spite of these realities, efforts to rebuild and to renovate hospitals and to 
obtain costly equipment and scarce specialized personnel were observed in 
communities only a few miles apart. There is recognition by the local hospital 
boards and townspeople that their buildings, often old family residences, may be 
unsuitable and the facilities and equipment obsolete. But there is much less 
indication of a desire to co-operate with neighbouring communities in providing 
one modern hospital of reasonable size to serve them all, instead of trying to 
rebuild several small and necessarily less adequate ones. There is a deep 
attachment by citizens in towns and villages to their own hospitals in their own 
community. The doctors in such communities are often reluctant to lose their 
own hospital, in which there may be few limitations on the work they may carry 
out other than by their individual decisions. One finds also that the administra- 
‘tors of small hospitals usually have not had any formal training for their work. 
The pattern, just described, seen so commonly in rural and smaller urban 
communities, may have been warranted in the past but it is now uneconomic and 
‘Inadequate as a way for providing modern hospital services. 


In Metropolitan Toronto there are serious shortages in numbers of active 
treatment beds.**® This is particularly the case in the growing suburbs. The 
North York area, for example, at the present time has approximately 500 hospi- 
tal beds of all kinds for a population that is growing at the rate of 20,000 a year 


1For specific details of hospital patterns in the four CORE a de studied, reference should be 
made to Appendixes I-IV, pp. 173-317. 

°?See Appendix II, pp. 241-250. 

8See Appendix III, pp. 283-288. 

‘Estimated in January 1961 to be 1,946 beds. (Summary of an address by Dr. John B. 
\Neilson, Commissioner, Ontario Hospital Services Commission, to the Social Planning Council, 
‘Health Section, January 24, 1961.) 

5Active and chronic care paediatric beds are reported to be in very short supply. Hospital 
Accommodation and Facilities for Children in Metropolitan Toronto (Toronto: Committee for 
Survey of Hospital Needs in Metropolitan Toronto, 1962, p. 42. 

“Convalescent and chronic care facilities were stated to be in short supply by those 
interviewed. 
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and in 1961 was close to the 270,000 mark. Admittedly in a large city many 
people prefer to go to the large hospitals in the heart of the metropolis. But 
these increasingly are becoming specialist hospitals and the waiting lists for 
general conditions are often long unless the situation is an emergency. 


Part of the problem is the relative shortage of alternative kinds of 
accommodation, such as supervised nursing homes, convalescent facilities, chron- 
ic disease facilities, and facilities for elderly and semi-senile patients. It is also 
related to the limited home care arrangements. A pilot project in the Toronto 
area has demonstrated that an organized home care programme can enable some 
people to be cared for satisfactorily in their own homes and to return home from 
hospital earlier than where no programme exists. However, when people are 
covered for care in hospital, home care and nursing home services will not be 
readily used unless they also have some type of economic coverage for this 
service. These ancillary services which relieve pressures on hospital beds should 
be covered under the Ontario Hospital Insurance Plan or on some other basis. 


It is not an economic use of facilities to have empty beds in some hospital 
departments at the same time as there are beds in the halls in other hospitals, as 
can now be found on occasion under the allotment of bed by services and 
departments. Bottlenecks in transferring patients from one institution and 
facility to another are not uncommon. In a large city like Toronto, and also to a 
lesser but growing extent in a city like Peterborough, there is evident need for 
central planning of all beds within a hospital and of all hospital beds in the area, 
related institutional facilities, and home care facilities, so that the most efficient 
use of each type and ready transfer from one to another can be made. 


The Ontario Hospital Association divides the Province into hospital regions 
which meet as councils in several instances! for discussion and planning of 
common problems but these are purely voluntary in structure. Thus, effective 
action on any proposals results only from the voluntary decision of each hospital 
board. 


Efforts by the Ontario Hospital Services Commission and by local groups in 
some areas have been unsuccessful to date in persuading hospitals to develop a 
functioning, regional planning and administrative pattern for hospitals in 
Ontario. In many communities having two or more hospitals, there is no local 
body that has any responsibility for hospital planning. In some instances, such as 
Huron County, efforts to stimulate more interest in local planning have had little 
success. In Metropolitan Toronto there is no central hospital body, in spite of 
efforts on the part of the Ontario Hospital Services Commission to stimulate the 
development of such an organization. 


A regional hospital system is, in our view, an essential development. Such a 
pattern would permit economies through group purchasing, accounting,” laun- 
dry,* and other readily centralized services. It would make it easier to obtain 
qualified special professional and technical staff, including administrative staff. 
It would facilitate the co-ordination of services and the more efficient use of 
scarce personnel and facilities. 


pe example, Paris—Galt—Kitchener and Fort William—Port Arthur. See Chapter IV, 
pp. pe Se 


*For example, in Manitoba for hospitals under 75 beds central accounting is used. 
*Central laundry facilities are being used by the hospitals in Kitchener, Galt, Paris, and 
Guelph, for example, at a saving over the cost when each either operated their own laundries or 


had laundry done commercially. The Toronto General Hospital provides laundry facilities for the 
Wellesley and Princess Margaret Hospitals and heating for Mount Sinai Hospital. 
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In rural and semi-urban regions, one of the hospitals could be developed as 

a base hospital in which the specialized equipment and staff would be located. 

The other hospitals would provide emergency care, general medical care, 

obstetrical care, and chronic care. Some small hospitals in old buildings should 

_be torn down and, depending upon a study of the needs of a particular region, 

should not necessarily be replaced. Others could be converted into nursing 
homes. 


In large cities several large central base and referral hospitals for sur- 
rounding regions or even a province or several provinces would be required. 
Other large general hospitals providing all but highly specialized services would 

‘be required in suburban districts surrounding the downtown central hospital 
complex. 


| Care would be necessary to assure that an acceptable agreement between 


local boards and the regional authority is reached, so that local control is re- 
tained in purely internal matters in any hospital, whether under lay or religious 
ownership and administration. On the other hand, parochial reasons, such as 
local pride and a reluctance by local doctors to lose presently unlimited hos- 

pital privileges should not be permitted to hamper reasonable planning and 
co-operation. It is our view that action by the Province will be required if 
the desired objective is to be achieved. Even so, changes do not always come 
readily. 


Relations with Other Community Services 


Hospitals do not always make the best use of the other organized health 
facilities in the community, such as the health department or unit, the visiting 
nursing groups, where they exist, and other voluntary agencies. It is also evident 
that these other services do not make the best use of the hospital facilities. For 
example, there is at times some overlapping of services, such as between the 
regional laboratory and hospital laboratories and between X-ray equipment in 

_the hospital and health department. 


| In some Toronto hospitals, the local health department public health nurses 

in hospital health service departments act as a liaison with their local depart- 

ment. In some places the public health nurses visit obstetrical patients. In some 
communities there is a public health nursing office in the hospital. In a few 
communities newer hospitals or extensions on older ones include space for the 
health department. 


In one community visited, the Victorian Order of Nurses unit has its office in 
a large hospital, though, in practice, communications with the hospital staff and 
the doctors are as yet rather limited. 


Thus, relationships between hospitals and other community agencies tend to 
be ad hoc and personal in character and sometimes are not as close as they might 
and should be. 


The provision of space for the health unit in the main hospital of a rural or 
semi-rural region is a practical way of encouraging closer relations. It cannot, 
of course, guarantee them. It is essential that both parties be involved in 
| planning and that there be guarantees to assure that future expansion of 
either the hospital or the health unit will not result in the one being dis- 
_possessed. Thus, there should be assurance that suitable means for possible 
future expansion are included in the original plans and agreement. We suspect 
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that one barrier to the more rapid growth of joint housing arrangements is 
that some health officers and some hospital boards have not seriously con- 
sidered them and that those who have sometimes are hesitant in making the 
suggestion. 


It is our opinion that this is a development which should be actively 
encouraged by the Ontario Hospital Services Commission and the Ontario 
Department of Health in rural and semi-urban areas in particular. A regional 
administrative system for all organized community health services would make 
this easier to achieve.! There would be a base hospital in which the main health 
unit office could be located and surrounding community hospitals with facilities 
for a public health nursing office and clinics in each. In large cities, joint housing 
would not, as a rule, be feasible because of the size of each component but closer 
relations could be encouraged by the provision of public health nursing services 
in each hospital. 


It is further suggested that the medical officer of health automatically be 
appointed a member of each hospital’s honorary staff. He should be expected to 
attend meetings of the staff as a whole and be a member of such special 
committees on which his experience and training would make him useful, for 
example, an infections committee. It is also our view that it would be worth 
while for the hospital administrator of the main hospital in a region to be 
appointed as adviser to the public health department on matters affecting the 
hospitals. 


Finally, in our opinion, closer relations with other organized services, such 
as rehabilitation, mental health, services for the aged, ambulance services, and 
home care would be easier to achieve under a regional health services 
arrangement which tied them together with the hospitals and health department. 
There are wide areas of mutual interest among all the organized health services 
which could be more readily harmonized than where each is a separate admin- 
istrative entity. 


1See Chapter IV, pp. 69-73. 


CHAPTER III 


OTHER ORGANIZED COMMUNITY 
HEALTH SERVICES 


DENTAL SERVICES IN RURAL AND SMALLER URBAN COMMUNITIES! 


It was not originally intended that the provision of dental services would be 


_ considered in this study, except as they are part of the organized health services 
_in the community, for example, the school health service programme. This latter 


programme has been discussed already.? However, the field studies in the largely 
rural and semi-isolated areas clearly revealed that the relative scarcity of dental 
services is severe and is one of the most serious health problems in such 
communities, a problem which in many places is becoming steadily more acute. 


Consideration of the situation following the field observations and many 


_interviews has led us to the conclusion that, as with certain types of medical 


specialist services,? some type of organized community approach to the problem 
is required if it is to be alleviated. 


What is the extent of the problem as illustrated by the field studies? In the 
District of Timiskaming‘ with just over 50,000 people there are 11 dentists, 
several of whom are elderly and unable to carry as heavy practices as they once 
did. In recent years, two dentists have died. No replacements, let alone addi- 
tional dentists, have come to the area to start practice, despite efforts on the 
part of the communities to attract them. In Huron County with over 53,000 
people there are eight active dentists. After considerable local effort and the 
assistance of the Ontario Dental Association, an additional dentist is likely to 
start practising in the near future. 


In both areas, many of the dentists are forced to restrict preventive and 
restorative care to people in their own towns and old patients. Those from rural 
districts and towns without dentists are given only emergency care. Even so 
waiting lists are long. Dentists are reported® as saying that they are unable to 
provide the modern sort of dental health care they were taught as undergradu- 
ates because of the volume of work they are trying to handle. Their choice is 
either to come to a city where such practice is possible or to remain but largely 
forget preventive and restorative work. 


1For details on dental services in the communities studied, see Appendixes I-IV, pp. 173-317. 
2See p. 28. 

8See pp. 35-37. 

4See Appendix III, p. 283. 

5See Appendix II, p. 241. 

6Interview with Dr. S. A. MacGregor, Professor of Paedodontia in the Faculty of Dentistry of 


the University of Toronto, Chief of Dental Services at the Toronto Hospital for Sick Children, 
Chairman of the Dental Committee of the Ontario Division of the Canadian Red Cross Society. 
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Of course, some people can go to nearby cities and towns outside the area in 
the case of Huron County but this is more difficult for those in Timiskaming. The 
difficulty is that dentists in these neighbouring communities are also very busy, 
quite aside from the time and cost factors involved in travel to them. Some 
Junior Red Cross rail cars serving isolated communities cannot be staffed at 
present though the Ontario Health Department dental rail cars are presently 
operating. Dentists for such work are extremely hard to find. 


What is the possibility that under present circumstances the situation will 
improve? A large majority of dental students come from the large urban centres 
and are reluctant to live elsewhere. At a recent conference in Toronto! it was 
pointed out that of 31 in the 1962 graduating class of 110 at the University of 
Toronto Faculty of Dentistry whose homes were outside Metropolitan Toronto, 
only 11 came from centres of under 10,000 population. Of these four or five could 
be expected to establish practices in communities of under 10,000 people. 


It is suggested that, in addition to increased encouragement and financial 
support for those considering a dental career, a salaried dental service, designed 
to attract new graduates to work for a time in rural and northern areas, be 
established. The dentist should have an office provided by the region in a 
hospital or, in the far North, in a rail car. He should receive a fair salary. In 
areas where there are some but insufficient private dentists, his work could be 
restricted to those in lower income groups. He must have convenient consultant 
arrangements for complex cases provided by experienced dentists who should 
visit regularly to help with more difficult problems. They could be retained in a 
region on the same salaried basis or a basic salary plus certain fee privileges as 
was suggested for medical specialists.2 A further inducement to recruitment 
would be to offer graduate education fellowships to young dentists who have 
given two or more years of service in this programme. Communities wishing to 
attract a private dentist should assure him of a suitable office and living 
arrangements since these are sometimes hard to find. 


However, efforts to encourage dentists to serve for a time or possibly even to 
settle in rural and smaller urban communitites will not be successful unless the 
underlying problem of insufficient numbers of dentists is remedied. The 
graduates of existing dental schools are too few in number to meet the service 
needs of the growing population. More dentists must be prepared. The salaried 
dental service can only serve the most seriously under-serviced areas and 
because of the expected regular turnover will not be as satisfactory a solution as 
permanent resident dentists would provide. 


It is also suggested that intensive study of the use of auxiliary personnel be 
made. For example, denturists are licensed in Alberta and British Columbia for 
doing certain bridge and plate work and in New Zealand dental nurses may do 
routine fillings. It is clear that the dentist must learn to use the services of skilled 
assistants, if his time is to be used to best advantage. 


It has been indicated that one serious barrier to recruitment of dentists is 
that the proportion of students from rural areas who attend university is only 
about one-third of the proportion from urban areas who do so. The basic need is 


1Ontario Dental Association, Dental Public Health Council Workshop Conference on Recruit- 
ment and Placement of Dental Graduates in Rural Ontario, November 21, 1962. 


2See pp. 35-37. 
*A dental unit, including living facilities either in a hospital or health unit building would be 


suitable. Such a self-contained unit with both office and living facilities could be built by a town 
and rented to a dentist at a reasonable rate. 
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for better teachers and educational facilities at both the primary and secondary 
levels in rural and smaller urban centres. Unless more students with better 
academic qualifications take further education, the future recruitment for service 
in rural areas not only for dentistry but for all professions and skilled fields, is 
likely to be bleak. Economic deterrents may also be an important barrier. It is 
suggested that a thorough study of educational facilities and opportunities for 
students in rural and smaller urban communities be done. 


A serious problem, in both urban and rural communities, is that of finding 
suitable facilities for treating children and adults for whom general anaesthetic 


_ is often needed, such as those with cerebral palsy and mental retardation, or 


those who need medical supervision when dental procedures are performed, such 
as haemophiliacs and severe cardiacs.1 Some large urban hospitals have dental 
departments but these are relatively few. Moreover, those that exist may not be 
extensively used.” The authors did not have time to look into the matter in de- 
tail. Part of the difficulty appears to be resistance on the part of some medical 
staffs to making beds available for dental purposes. Further study of the prob- 
lem is suggested. It is, however, our general suggestion that the base hospital in 
each region provide facilities and beds for people who require medical super- 
vision and/or general anaesthesia for dental procedures. 


Many of the people interviewed in all four study areas spoke of the 
problems of getting preventive and restorative care for children and adults in 
lower income families. Some arrangements can usually be made for wards of the 
Children’s Aid Societies through the co-operation of local dentists. Under general 
welfare assistance legislation only emergency care is paid for. Financing new 


_ dentures and repairs is difficult to manage for elderly people dependent on the 


Old Age Security pension and even for those with modest additional income. 
Often service clubs and other groups must be asked to assist. Sometimes they 
can help and sometimes they cannot. Public health nurses and others spend a 


_ good deal of time trying to make such arrangements. These matters are difficult 


to solve in all communities but in areas where, in addition, dentists are scarce, 
the difficulty is greatly increased. 


It is our opinion that the entire pattern of paying for the care of people on 


_ general assistance and on various categorical allowances should be altered to 


provide a full range of preventive and restorative dental care, including 


_ dentures, on other than a charitable and haphazard basis. 


REHABILITATION ®* 


Until recently rehabilitation facilities in Canada except for specific groups of 


_ people such as injured workmen, the armed services, handicapped veterans, the 
_ blind and certain other groups were limited. However, in recent years there has 


been a tremendous mushrooming of interest and facilities in the general field of 
rehabilitation. 


In Ontario a branch of the Ontario. Department of Health will provide 
financial assistance for medical rehabilitation to those patients suffering from 
tuberculosis or mental illness. It is also active in encouraging the development of 


1Hospital Accommodation and Facilities for Children in Metropolitan Toronto (Toronto: 
Committee for Survey of Hospital Needs in Metropolitan Toronto, 1962), p. 52. 

2For example, the department in the Peterborough Civic Hospital is reported to be only used 
to a small extent. 

3For details on the rehabilitation services in the communities studied, reference should be 
made to Appendixes I-IV, pp. 173-317. 
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community services.! Previously some vocational rehabilitation has been provid- 
ed for some years under the Tuberculosis Prevention Branch. Ontario also has an 
agreement with the Dominion Government under the Vocational Rehabilitation 
and Disabled Persons Act. Under its provisions,? and those of the Ontario 
Rehabilitation Services Act comprehensive rehabilitation services® for all types 
of disability are provided through the Ontario Department of Public Welfare. 
Rehabilitation counsellors are stationed at the Department’s regional offices 
throughout the Provinee and visit referred clients regularly. Those covered 
under the Workmen’s Compensation Act of Ontario and the Veterans Rehabilita- 
tion Act of Canada are excluded from this programme. Under the General 
Welfare Assistance Act of Ontario, needy unemployed or unemployable people 
not eligible under other legislation, may receive vocational training, re-training, 
and prosthetic appliances. Financing is jointly by the Province and municipality 
of residence. The National Employment Service provides a special placement 
service for handicapped workers through its area offices. 


Under the Workmen’s Compensation Act, workers injured in industry or 
disabled by occupational illness are entitled to all necessary medical care, 
compensation, and vocational rehabilitation. A large rehabilitation centre is 
operated by the Workmen’s Compensation Board near Toronto. Local facilities 
are also used where these are available. The Board’s rehabilitation officers work 
closely with employers and unions, from the main office at the Downsview 
Rehabilitation Centre and from district offices, in an effort to place injured 
workmen in suitable employment, if they cannot return to former jobs. 


The Department of Veterans Affairs, through regional offices and Sunny- 
brook Hospital in Toronto, provides physical and vocational rehabilitation 
services and prosthetic services. The general public may use the latter at 
reasonable cost. 


Most local health departments carry out case finding and referral services 
through the maternal and child health and school health programmes and, where 
provided, through the services for older people. In a few instances, such as 
Ontario County, they have been instrumental in promoting the establishment of 
area rehabilitation councils. 


It is not within the scope of this study to describe in detail the many 
voluntary agencies providing rehabilitation services in Ontario. A variety of 
voluntary agencies provide physical, vocational, and counselling rehabilitation 
services of varying degrees for many types of patient, such as crippled children, 
orthopaedically disabled adults, the blind, paraplegics, rheumatic and arthritic 
cases, and cancer cases. Some have sheltered employment and limited residential 
facilities. Some of the larger agencies are nationally and provincially organized. 
Some operate rehabilitation centres and employ regional staff, in addition to the 
work done by volunteer community groups.t Other agencies provide chiefly 
counselling and certain personal services for sufferers from the particular 


*Regional rehabilitation conferences which brought together interested government, profession- 
al, hospital, public health, and voluntary agency groups have been held in early 1963 in the Fort 
William—Port Arthur (Lakehead) and Ontario County—Oshawa areas. 

*The Dominion reimburses the Province for 50 per cent of the cost. 


Including assessment and counselling, restorative services, prosthetic appliances, vocational 
training, and social services. Maintenance allowances during assessment, treatment, and training 
are provided. 


‘For example, the Ontario Society for Crippled Children, the Canadian National Institute for 
the Blind, the Rehabilitation Foundation for Poliomyelitis and the Orthopaedically Disabled, the 
Canadian Arthritis and Rheumatism Society, etc. 
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| diseases they have been established to serve.! Smaller disease-oriented agencies 
may provide chiefiy information and some counselling from central prévincial 
offices. Many agencies are active primarily in promoting research and some in 
assisting professional education. 


Finally, in more and more urban hospitals, physiotherapy is available to 
patients. In a few large urban hospitals, usually teaching hospitals, extensive 
in-patient and, in some cases, out-patient rehabilitation services are provided. 
These may include social counselling, day care, and home services.2 In-hospital 
_ services in Toronto and Peterborough? are developing rapidly and with encour- 
_agement and greater availability of staff, should continue to do so. A number of 
Specialized rehabilitation centres in Toronto and other large cities, usually 
"university teaching centres, provide services for all of Ontario and to some extent 
adjacent provinces. However, if hospital and specialized facilities continue to 
_develop on a separate and unco-ordinated basis, duplication of facilities and 
| waste in the use of scarce skilled staff may result. 


For certain diseases where the numbers of patients are relatively few and 
care is highly specialized, special centres such as the Lyndhurst Lodge Hospital 
programme for paraplegics in Toronto, serving an entire province or even an 
_entire country, have shown to be effective answers. Thus, for example, the 
numbers of severely disabled thalidomide children are such that one or two 
centres in Canada might prove the wisest way for developing the special skills 
‘required for coping with their particular problems. On the other hand, for a wide 
range of less specialized conditions, more generalized centres and departments 
/seem to provide a satisfactory service, as, for example, the Toronto Western 
Hospital programme. 


One approach would be to establish a grouping of specialized facilities 
around a more general centre, as is to some extent occurring in the north Bay- 
_view Avenue area in Toronto, where several government and voluntary centres 
have been built near each other. This could permit common use of scarce staff 
! and special equipment and prevent duplication of supportive services, such as 
prosthetic services, provided that administrative arrangements were conducive 
|to co-operation. In large urban communities, well developed hospital pro- 
| grammes, in-patient and out-patient, for less specialized types of rehabilitation 
problems are also necessary. The essential point, however, in a large urban 
community is that rehabilitation should be provided on a planned and co- 
ordinated area-wide basis. Highly specialized facilities should be planned and 
co-ordinated on a province-wide basis or even in some instances on a nation- 
wide basis. 


The present problem in most rural and semi-urban communities is that 
even routine rehabilitation services are virtually non-existent, because of 
problems in obtaining qualified personnel and because the hospitals operate as 
\separate entities. 


It seems clear that it is unrealistic to try to provide even basic rehabilitation 
‘Services in each small- and medium-sized hospital. A regional rehabilitation 
‘service pattern provides the only realistic answer to the most economic use of 


1For example, the Ontario Cancer Society, the Ontario Tuberculosis Association, etc. 
*For example, the Toronto Western Hospital. 
8See Appendix I, pp.188-193. 
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staff and facilities.1 Moreover, only basic and straight forward problems should 
be handled in these regions, either on an in-patient, out-patient, or home care 
basis. Since rehabilitation services are required not only in the hospitals and 
other institutions but also in home care programmes, it is suggested that these 
should be provided through a regional health services administration, in common 
with hospital, public health, and other basic services.2 Complex cases would be 
referred to large general and specialized rehabilitation centres in large cities, 
especially medical teaching centres. 


A related urgent problem is the almost total lack of suitable living 
accommodation for severely handicapped older teenage children and young 
adults. A number were found to be living in homes for the aged because no 
other accommodation was available. Suitable facilities for severely handicapped 
children are also scarce. Suitable accommodation should be provided as part of 
any regional health service pattern. 


The question of the role of voluntary agencies in rehabilitation also arises.’ 
In the rural and semi-urban areas visited, activities, except for periodic visits by 
field staff and/or periodic diagnostic and follow-up clinics in the case of a few 
large province-wide agencies, were found to be chiefly in the fields of general 
public education, fund raising, and providing for the small needs of patients in 
the area, such as dressings, drugs, food supplements, and so on.* Agencies. 
providing extensive clinic and physical medicine services are finding it increas- 
ingly difficult, with a few exceptions where fund-raising techniques have caught 
the public eye, to obtain sufficient funds solely from voluntary sources. Grants 
from all levels of government are becoming increasingly necessary as part of 
their revenue sources. Under the proposed regional health services organization, 
voluntary agencies should either have services purchased from them by the 
regional organization under specific terms and standards or devote themselves 
solely to other important activities such as pilot projects, public education, 
patient visiting, and the meeting of small personal needs for patients. 


MENTAL HEALTH® 


The Mental Health Branch of the Ontario Department of Health operates a 
system of hospitals for the treatment and custodial care of mentally ill patients 


requiring long-term psychiatric care and for severe mentally defective and | 
epileptic patients. There is one hospital for the care of a limited number of | 


children with serious emotional disturbances who require more care, treatment, 


and supervision than is possible in an out-patient clinic. In addition, the Branch © 
supervises patients cared for in private boarding homes and inspects private | 
mental institutions. Consultant psychiatrists serve as directors of a number of | 
full-time community mental health clinics located usually in general hospitals.°® | 
There are also several travelling mental health clinics,’ out-patient departments | 
at Ontario Hospitals, day-care centres, child guidance clinics, and a special | 


1The Ontario Hospital Services Commission is directing its hospital planning towards a regiona®) 


pattern of physical rehabilitation services. 
2See Chapter IV, pp. 69-73. 
8See also pp. 65-68, for a general discussion ef voluntary health agencies. 
4See Appendix II, pp. 255- 261, and Appendix III, pp. 290-297. 


5For details on the mental health services in the communities studied, reference should be ; 
made to Appendixes I-IV, pp. 173-317. 


°For example, the clinic at the Peterborough Civic Hospital. See Appendix I, p. 193. 


™For example, the travelling clinic from the Ontario Hospital in North Bay to Kirkland Lake. | 
See Appendix III, p. 279. : 


OTHER ORGANIZED COMMUNITY HEALTH SERVICES 57 


forensic clinic. In all, there were 24 Health Department clinics serving 43 


- communities in February 1963. 


In addition to facilities provided by the Ontario Department of Health, there 
are 13 clinics operated by some local health departments and by voluntary 
agencies in some municipalities.2 Public health nurses from the local health 
department are posted in some Ontario Hospitals to provide valuable liaison 
with other community services. Others provide a home follow-up service in 
some communities. 


More and more general hospitals in larger urban centres are establishing 
psychiatric sections to provide short-term psychiatric in-patient care and in some 
cases out-patient care. 


Some school authorities,’ especially those of larger cities, provide mental 
health consultant services for the school age group. This may be a service 
provided directly by the board of education? or by arrangement with local 
mental health clinics under public health or voluntary auspices. 


In the large cities there is great pressure for increased community diagnostic 
and short-term treatment facilities. In the Toronto area, for example, these are 
developing in larger general hospitals, as an extension of the service of Ontario 
Hospitals, and through mental health clinics of a diagnostic and out-patient type, 
under local public health auspices or sometimes voluntary auspices. Public 
health nurses located in the two Ontario Hospitals in the area are providing 
liaison with other community services. Several area municipalities offer follow- 
up, public health nursing visits to homes. 


In rural areas and smaller communities, local mental health services are 
either limited or non-existent. In the Timiskaming District,> the only mental 
health service available until recently has been by referral to the Ontario 
Hospital in North Bay. Because of the distance and the cost involved only the 
most acute cases were sent. This meant that public health nurses, family doctors, 
teachers, clergymen, Children’s Aid Society staff, and other people were attempt- 
ing to cope with borderline and minor illness cases. The problem was raised by 
almost everyone interviewed as a serious one because they were aware of their 
limitations in handling such cases. A travelling monthly mental health clinic was 
started in November of 1962 on a trial basis. But, it is only to be a referral 
centre and will not be able to deal with other than relatively serious cases. 


In Huron County there were no local mental health facilities until the new 
Ontario Hospital was opened in January 1963.° Serious cases have been referred 
to the Ontario Hospital in London. There has been some follow-up from the 
Ontario Hospital by a staff team who visited the area regularly. However, they 
were able to look after major problems only. As in the case of Timiskaming, 
many of those interviewed expressed grave concern that they were being forced 
to look after problems which they feel inadequate to cope with. 


It is difficult to determine the best pattern of services for attacking the many 
problems of mental health and to evaluate the actual worth of varying 
approaches presently being tried, such as travelling diagnostic clinics for rural 


1As reported in The Globe and Mail, Toronto, February 27, 1963. 

2As reported in The Globe and Mail, Toronto, February 22, 1963. 

8See also p. 28. 

4For example, Board of Education, City of Toronto. See Appendix IV, p. 313. 
5See Appendix III, p. 279. 

®6See Appendix II, p. 249. 
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and smaller urban communities. More extensive and intensive pilot studies | 
which can be carefully evaluated are needed in our view before any final 
conclusions can be reached. 


Whatever final pattern of services finally emerges, at this point, it is our | 
general opinion that a regional organization of all organized health services, | 
including mental care services, would allow the best use of scarce personnel and | 
facilities in both urban and rural areas. The mental health programme should be 
integrated with the Ontario Mental Hospitals system but also it should be closely | 
integrated with psychiatric sections in larger urban hospitals and rural regional | 
base hospitals, and with the community mental health services provided by local 
health departments, rehabilitation programmes, school programmes, and social : 

| 


counselling agencies, through a regional health services organization. 


CARE OF THE AGED? 


A wide variety of health and welfare services for older people are available | 
under government and non-government programmes in Ontario. Many of these | 
services are for the population in general but some are specifically designed for ) 
older people. The care of the aged is a field which cannot be clearly divided 
between health services and welfare services, since many of the programmes 
contain elements of both. Therefore, no attempt will be made to divide services — 
but rather the interrelationship of all of the services in affecting the well-being © 
of older people will be emphasized. 


The Ontario Society on Aging has divided existing services and facilities into 
five general categories,* as follows: 


1. Income maintenance.—A variety of programmes of financial support and 
assistance are available under federal and provincial legislation for older people 
who meet the specific eligibility requirements. These include the Old Age 
Security Act,* the Old Age Assistance Act,® the General Welfare Assistance Act,® 
the Unemployment Assistance Act,’ the War Veterans Allowance Act,’ the Dis- 


1See Chapter IV, pp. 69-73. > 


For details on services for the aged in the communities studied, reference should be made to 
Appendixes I-IV, pp. 173-317. 


%A Guide to Legislation and Services Related to the Well-being of Older People in Ontario 
(Toronto: Ontario Society on Aging, 1962) is the source for the summary presented in this section 
of the study. Anyone wishing detailed information on any specific piece of legislation or about 
any specific service should consult the Guide and other detailed sources. 


4A monthly pension of $65.00 available to people of 70 years of age or more who meet certain 
residence requirements. Paid by the Dominion Government. 


>Assistance payments of up to $65.00 per month to people between 65 and 69 years of age who 
qualify under a means test. Administered provincially and financed jointly by the Dominion and 
the Prevince. 

“Assistance payments based on a means test to people who do not qualify for financial help 
under other programmes. Administered by the municipalities and financed 50 per cent by the 
Dominion, 30 per cent by the Province, and 20 per cent by the municipality. Assistance is also 
provided to needy people as determined by a means test for care in registered nursing homes, post 
sanatorium maintenance, transportation for therapy, certain rehabilitation services, incapacita- 
tion allowances, hostel accommodation, and emergency dental care. Supplements of up to $20.00 
per month may be made by a municipality for those on various government assistance 
programmes for the costs of shelter or other extraordinary costs. The supplements are also 
shareable. The use of the supplementary assistance provisions is permissive and varies widely 
among the municipalities. 

7™The Dominion will pay 50 per cent of provincial unemployment assistance costs. 


‘Allowances on a means test basis are payable by the Dominion to Canadian, Commonwealth, | 
and Allied veterans at age 60 years who lived in Canada when they enlisted or who meet certain 
residence requirements. Female veterans and widows may receive benefits from age 55 years. Age 
limits are lowered under special medical and economic circumstances. Additional assistance 
payments are available in special cases. 
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abled Persons Allowances Act,! the Blind Persons Allowances Act,? the Pen- 
sions Act,? the Workmen’s Compensation Act,* and the Income Tax Act.® In 
addition, the National Employment Service offers special counselling and job 
placement assistance to people in middle and older age groups who request these, 
and the legal profession in Ontario provides free legal assistance in most civil 
and criminal matters to people whose yearly earnings are below a set level.® 


2. Health and medical care.—Services available include those under the 
Ontario Medical Welfare Plan,’ the Hospital Services Commission Act,® the 
Homemakers and Nurses Services Act,® the Vocational Rehabilitation of Disabled 
Persons Act and the Rehabilitation Services Act}°the General Welfare Assistance 
Act}! the Prepaid Hospital and Medical Services Act!*for incorporating non-profit 
prepayment plans,'*the Public Health Act‘ the Pilot Home Care Project in the 


1Assistance payments of up to $65.00 per month to totally and permanently disabled adults who 
qualify under a means test. The programme is administered provincially and financed jointly by 
the Dominion and the Province. 

“Assistance payments of up to $65.00 per month to those who qualify under the definition of 
blindness and a means test. Remedial eye treatment is provided for those who might benefit from 
it. If successful, the allowance would not be paid after three months. The programme is 
administered provincially and financed jointly by the Dominion and the Province. 

®Pensions paid by the Dominion to members of Canada’s Armed Forces with a disability at the 
time of retirement or discharges. Pensions are also payable to dependents of deceased veterans. 


+Compensation for temporary income loss, medical expenses, and permanent disability pensions 
are paid to workmen who are injured or become ill as a result of their work. There are also 
dependents’, survivors’, and certain other special benefits administered by the Workmen’s 
Compensation Board of Ontario and financed from a graded assessment on industry. 


5A taxpayer may deduct $500.00 from taxable income for Dominion income tax purposes for the 
year in which he becomes 65 years of age and for subsequent years. Up to $500.00 may be deducted 
by a taxpayer for a totally dependent parent or grandparent because of mental or physical 
infirmity. 

6 $1,200.00 per year for single people and $1,800.00 per year for couples. 

7Eligible older people include those receiving Old Age Assistance, General Welfare Assistance, 
Blind and Disabled Persons’ Allowances, Rehabilitation Services Allowance, Mothers’ Allowance, 
and, subject to a means test, Old Age Security. Funds are paid by the Province into the Plan, 
established through the Ontario Medical Association. Benefits include home and Office calls, and 
emergency medication. Glasses, dentures, hearing aids, and medical services in hospital or as an 
out-patient are not covered. Separate provincial arrangements provide payment for agreed 
medical services in a nursing home or home for the aged. 

’'Those receiving categorical assistance allowances have their premiums in the Ontario Hospital 
Insurance Plan paid by the Province. For those on general welfare assistance, the municipality of 
residence is responsible either for paying their premiums or for paying their actual costs of 
hospitalization at a set per diem rate. 

2Any municipality may provide directly nursing and/or homemaking services on visiting or 
part-time bases for elderly, handicapped, ill, or convalescent people so they may remain at home 
or return from a hospital or other institution or may purchase these services from voluntary 
organizations. For needy people, as determined under the terms of the legislation, the Province 
will reimburse a municipality up to a set maximum amount. 

1-The costs of any restorative, vocational, social or prosthetic services, to disabled people 
capable of vocational usefulness from re-training are shared jointly between the Dominion and 
the Province under these acts. The programme is administered by the Province. 

1 Provisions are available under the General Welfare Assistance Act for re-training unemployed 
or unemployable people capable of benefiting from such re-training and who are eligible under a 
means test. The programme is administered provincially and jointly financed by the Province and 
the municipality of residence. Prosthetic appliances are included. 


2Companies or corporations may incorporate to provide prepayment for personal health 
services on a non-profit basis to subscribers. 

18Such as Physicians Services Incorporated, Windsor Medical Services, Associated Medical 
Services Incorporated, and several co-operative prepayment plans. 

MSee a description of the services provided on pp. 11-31. Aside from general public health 
services, such as public health nursing visits, a few local health departments are experimenting 
with special services for the aged. 
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City of Toronto,! the programmes of the visiting nursing organizations? and ofa 
number of voluntary health agencies which provide services for those with 
certain diseases or categories of disease.” 


3. Independent accommodation.—Various types of housing arrangements are 
assisted under federal and provincial legislation including the National Housing 
Act,t the Housing Development Act,° the Elderly Persons Housing Aid Act,° the 
Homes for the Aged Act,’ and the Income Tax Act.® 


4, Institutional accommodation.—Institutional accommodation and care is 
made available and assisted under various provincial acts, including the Homes 
for the Aged Act,9 the Charitable Institutions Act,!® the General Welfare 
Assistance Act,!! the Municipal Act!2 and the Public Health Act}* The Dominion 


1A wide variety of medically prescribed home care services for acute, convalescent, chronic, 
and terminal patients are provided through official and voluntary health, welfare, and social 
agencies; administered by the Department of Health in co-operation with the doctors, agencies, 
and hospitals; financed under a National Health Grant. Recently, two hospital programmes, the 
Toronto Western and Mount Sinai, have become associated with it. They are financed by the 
Ontario Hospital Services Commission. See pp. 63-64° 


2Visiting nursing services on a sliding fee scale are provided by the Victorian Order of Nurses 
and the St. Elizabeth Nursing Association. These are financed by public appeals, government 
payments, and private fees. 


3For example, the Canadian Cancer Society, the Canadian Arthritis and Rheumatism Society, 
the Canadian National Institute for the Blind, and so on. 


*Under this Act the federal Central Housing and Mortgage Corporation may make available 
long-term, low-interest loans to limited dividend companies for low-rental housing projects. These 
may either construct new units or acquire and convért existing ones. Church and voluntary groups 
and private citizens groups may form limited dividend companies which also may include 
municipal representatives. Under other sections loans by banks or other agencies for home 
improvements or extensions may be insured by the Corporation provided that the home owner 
meets certain requirements. A further section permits the Corporation jointly with a province to 
acquire land and construct housing projects for sale or rent, on a 75:25 per cent sharing basis for 
costs and profits. Projects may either have a fixed rental which covers operating costs and will 
recover the capital investments or be subsidized with the deficits shared on the 75:25 per cent 
basis. Municipalities desiring such a project must submit proposals through the Province. 


5This Ontario Act permits municipalities to participate in projects under the joint dominion- 
provincial arrangement just described and to assist in securing funds and land. 


6This Ontario Act makes capital grants available to limited dividend housing companies for the 
construction and equipping of low-rental housing for elderly people. 


7The cost of maintenance in an approved private boarding home of a person eligible for 
admission to a Home for the Aged may be shared on an agreed basis with the municipality of 
residence in lieu of admission to a Home. 


*’Corporations constituted solely for providing low-cost housing for the aged are income tax 
exempt if none of the income is paid to any proprietor or member of the corporation. Donations 
to such corporations are also exempt from income tax. 


® Municipalities are required to provide care in a home for people who are over 60 years of age 
and incapable of supporting or caring properly for themselves, who are over 60 years of age and 
mentally incompetent but ineligible for admission to a mental hospital, who are confined to bed 
but do not require hospital care, and who are under 60 years of age but cannot be cared for 
adequately elsewhere. A municipality may either establish its own home, establish a joint home 
with another municipality, or enter into an agreement with another municipality to admit resi- 
dents to its home. The Province meets 50 per cent of construction, extension, or renovation costs, 
including equipment and furnishings and also pays 70 per cent of net operating and maintenance 
costs. 


1°Capital grants of $2,500.00 per bed or 50 per cent of construction costs, whichever is the lesser 
amount, and grants for acquiring buildings are provided by the Province, as well as 75 per cent of 
the maintenance costs of needy people up to a set daily maximum, to charitable organizations 
providing homes for older people. Assistance through capital grants is also available for hostels 
for transient and homeless people, provided the municipality makes a payment of at least 20 per 
cent of the cost. 


The Province will share with a municipality the cost of care in a municipally licensed nursing 
home for eligible needy people, either on the basis of 80 per cent of the municipal grant or $80.00 
per month, whichever is the lesser amount. 

12 The Act permits municipalities to make grants to charitable institutions, to set standards for 
dwellings and lodging houses, and to authorize inspection of sanitary conditions and fire hazards. 


ea municipal department has the duty to inspect public and private institutions for sanitary 
conditions and other requirements under the Act. 


} 


| 
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“Excise Tax Act refunds the federal sales tax on purchases by eligible institutions 
_ of construction materials and goods used in operating the institutions. 


5. Recreation and education.—The Province may make a grant, under the 
Community Centres Act, towards the construction costs of a community centre,! 
which may be used as a club or centre for older people. The Department of 


Education Act enables the Minister to make regulations on adult education, 


camping, and recreation. Grants are made to boards of education for night school 
classes. Correspondence, academic and vocational courses are offered by the 
Department. Advisory services to those working with older people and recrea- 
tional activity courses are available. The Elderly Persons Social and Recreational 
Centres Act of 1961-62 enables the Province to make grants to an approved 
corporation for erecting, altering, extending, or acquiring a building for a centre 
for older people. The amount may not exceed 30 per cent of the cost to the 


corporation and is paid only if the municipality pays at least 20 per cent of the 


cost. The Canadian Red Cross Society Senior Citizens Committee offers courses 
for groups wishing to establish community information services and friendly 
visiting services. 


In every community visited during the field studies, the care of the aged was 


_ considered by most people interviewed as one of the most difficult problems they 


_ were facing 2 In spite of the multiplicity of legislation, at present the difficulties in 


finding suitable answers for the problems of many individual older people are 
almost insurmountable because of a lack of co-ordination in planning and 


_ providing services. In the larger cities, a number of official, church, and 
_ voluntary agencies were found to be providing a variety of health, welfare, and 
recreation services. In rural areas and small urban centres, except for the county 
home, some visiting nursing by the health unit or a voluntary group, and an 
_ occasional home or housing project under church or lay voluntary auspices, there 
_ was usually found to be little formal service.* Among the needs of older people 
noted and mentioned during the field studies are homemaking service, coverage 
for the costs of drugs, and for dentures, glasses, hearing aids, and other 
_appliances, friendly visiting, mobile libraries, other convenient recreation facili- 


ties, and the provision of assistance in obtaining hot meals. 


Voluntary Senior Citizens Councils in Ontario are doing a valuable job of 
co-ordinating information and voluntary activities in a number of municipalities. 


It is suggested that a regional health services organization® could draw 


_together the official services of the hospitals, the public health department, 
rehabilitation programmes, and home care services, which are all concerned with 
_ the health of older people. In turn, these need to be co-ordinated with some type 
_ of regional welfare authority, either on an integrated health and welfare basis or 


in close liaison. This integrated administrative body or the separate health and 


_welfare regional organizations on an agreed joint basis would be responsible for 


co-ordinating official services and facilities, such as the hospitals,® chronic care 


1To a maximum of $5,000.00 or 25 per cent of construction costs. 

*See Appendix I, p. 202, Appendix II, p. 254, Appendix III, p. 290, and Appendix IV, p. 316. 

*See Appendix I, pp. 197-202, and Appendix IV, pp. 316-317. 

*See Appendix II, pp. 252-254, Appendix III, pp. 289-290. 

°“See Chapter IV, pp. 69-73. 

°The use of day and night hospital concepts, as seen in Europe, is suggested in addition to 
Standard in-patient arrangements. 
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institutions, home care services,! nursing homes, rehabilitation services, and 
varied living arrangements and facilities for well older people.” There would need 
to be close liaison with the voluntary senior citizens councils, with private homes 
for elderly people under religious and other voluntary auspices, and with other 
voluntary services. Only on such a regional and co-ordinated basis will it be 
possible, in our view, to overcome the general lack of awareness of the 
complexity of the problems of the aged, of the interdependency of health, 
housing, economic, and recreational factors in solving them, and of a need for a 
variety of services and facilities to meet the varying requirements of older 
people. 


HOME CARE 


Visiting nursing services are provided in most larger urban communities. 
and some smaller urban centres by the Victorian Order of Nurses and in a few 
cities also by the St. Elizabeth Visiting Nurses’ Association.? Both provide care 
under the direction of a physician only.t A number of urban communities also 
have homemaking services, provided under the aegis of the Ontario Division of 
the Red Cross or by separate voluntary agencies. The homemaking agencies 
show variation from community to community in the types of client they will 
serve, largely as a result of limitations in funds and staff numbers. Thus, some 
serve only homes with small children where the mother is ill or in hospital,® 
whereas other homemaking agencies will also provide service to older people. 
The homemaking agencies also limit the length of time over which they will give 
service. If longer term arrangements are needed, then either some private 
arrangement or institutional arrangement has to be found for the client. 


The visiting nursing and homemaking agencies are financed from several 
sources, including united appeal or separate campaign funds, fees from clients, ® 
and government grants.’ Proprietary homemaking agencies exist in most of the 
cities but these services are too expensive for many people. 


1Including male home helps and other personnel for older men with certain types of medical 
problems. 


“Small homes in larger villages and towns, flats in apartments, and boarding homes rather | 
than one large county home. In the cities, district homes and flats are suggested rather than large, 
semi-isolated facilities and institutions. Financial assistance in installing handrails, toilet bars and > 
ramps, etc., is also a part of the housing need. 


3\For example, both organizations provide services in Toronto. The V.O.N. also provides services 
in Peterborough and in Teck Township (Kirkland Lake) in the communities studied on our field | 
visits. See Appendix IV, p. 316, Appendix I, p. 185, and Appendix III, p. 278. 


*An initial assessment visit will be made on request of a family but subsequent visits if. 
indicated will be made only if the patient is under medical supervision. The visiting nurse worl) 
under the physician’s direction and keeps him fully informed about all visits. 


5For example, the Visiting Homemakers Association in the City of Toronto. A pilot study in 
part of the city supported by a grant indicated a considerable need for service to older people. 
However, no permanent financing arrangement for such an extension of service has as yet been, 
found. See Appendix IV, p. 316. 


%\On a sliding scale according to ability to pay. 


“Some municipalities make direct lump grants to the agencies in return for service to those | 
residents unable to pay for care. Under the Homemakers and Nurses Services Act of 1959 a 
municipal council may pass an enabling by-law under which it either employs directly nurses or | 
homemakers or both to provide home care services or under which it enters into an agreement 
with voluntary agencies to provide the services. Those receiving service are required to pay for it 
to the extent that their financial circumstances permit, as outlined in the regulations under the , 
Act. A municipality may pay the costs in part or in full for those who cannot pay for their care. | 
The Province will reimburse such a municipality 50 per cent of the amount so paid or $4.00 per. 
day, whichever is the lesser, for homemaking services provided to a person. In the case of a 
nursing visit to a person who meets the qualifications under the Act, the Province will reimburse, 
such a municipality 50 per cent of the amount so paid for each visit or $1.25 per visit, whichever is 
the lesser. The Act is permissive and only some municipalities have passed the enabling by-law. 


‘For example, see Appendix I, p. 215. There are several proprietary homemaking agencies in 
Metropolitan Toronto. 


| 
| 
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Larger urban centres may also have voluntary agencies which provide home 
physiotherapy on a visiting basis.' These are financed by a sliding fee schedule 
based on the patient’s ability to pay and from general agency revenues received 
from united appeal or separate campaign funds and sometimes from provincial 
and/or municipal grants. 


The only comprehensive organized home care programme in Ontario is the 
Pilot Home Care Programme in the City of Toronto which began in February 


1958.2 This is administered under the city Department of Health with the 
_ assistance of an advisory committee and is supported through a national health 
grant. It is a community-based programme? designed to co-ordinate existing 


official and voluntary agency services for patients in their own homes. Where 
considered medically suitable, services are provided to patients in the acute, 


| convalescent, chronic, and terminal stages of illness as an alternative to hospital 
_ care. Among the services provided at the request of the physician caring for the 
patient, are public health nursing visits, visiting nursing visits, social casework 


services, public welfare department worker visits, homemaking services, trans- 
portation to clinics and other prescribed services, appliances and equipment, 
other medical supplies, and drugs. 


In September 1961, an extension of services was begun to determine the 
value of discharging selected patients earlier than otherwise from hospital and of 


completing treatment at home. Patients are selected from the New Mount Sinai 


and Toronto Western hospitals and this extension of service is largely financed 
by a national health grant with supplementary grants from the City and the 
Ontario Hospital Services Commission. Up to 60 days of post-hospital care and if 
necessary an added period are provided. 


A recent article* on the programme concludes that organized home care is 
suitable as an adjunct to in-hospital, out-patient, or nursing home care for 


_ Selected patients and that there is a sufficient caseload to support a permanent 


programme in the Toronto area. Because of the numbers of hospitals and 


_ agencies involved a community-based programme is recommended rather than a 


purely hospital-based one. It is also pointed out that some suitable permanent 


_ financing arrangements will be required. 


p 


An organized home care programme was felt to be one of the services 
needed in the urban communities visited, Metropolitan Toronto,® Peterborough,® 
and Kirkland Lake,’ because of the numbers of residents living alone in flats and 
rooms, who had no close relatives or friends who could help them and the 
numbers of older people, especially living with some other family member who 
needed skilled assistance and some relief in the work of caring for them. 


Home care services, except for some visiting nursing service by the public 


_ health nurses, are rarely available either through official or voluntary agencies, 


in rural areas and smaller urban communities in Ontario.§ Private arrangements 


1For example, the Canadian Arthritis and Rheumatism Society in Peterborough and Toronto 
and the Toronto Rehabilitation Centre. See Appendix I, p. 204, for a description of the 


Peterborough C.A.R.S. service. 


2For details see Barter, Marion I., “The Pilot Home Care Program of Toronto”, Canadian 


_ Journal of Public Health, Vol. 54 (February 1963), p. 55. 


8Representative of the professional, hospital, and agency groups concerned. 

‘Barter, loc. cit. 

“See Appendix IV, p. 316. 

°See Appendix I, p. 202. 

7See Appendix III, p. 290. 

SUsually limited to assessment and emergency care visits. Occasionally, as in the Durham-North- 
umberland Health Unit, more extensive service is provided if needed. 
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must be made for housekeeping and any home nursing required. In the areas 
visited of these types, it was indicated that family, neighbours, and married 
nurses could usually help out on a short-term basis but that longer term care 
presented some problems. There is also the consideration that, in winter in many 
rural areas and at all seasons where the population of one area is thinly scattered, 
it may be more economic in terms of personnel to move patients to nursing home, 
hospital, or other institutional facilities. 


A recent study by the Health Unit in a southern and chiefly rural county in 
Ontario, Wellington County,! indicated an extensive unmet need for visiting 
nursing service and homemaking service.” Moreover, an estimated 100 registered 
nurses? in the area were found to be interested in working in such a programme 
on a part-time basis. 


It is suggested that an organized home care programme should be estab- 
lished on a regional basis by a regional health services administration or, where 
it exists, a regional health and welfare services administration. It should be 
integrated with the public health services, hospitals and other organized 
programmes.‘ The home care programme should be closely co-ordinated with the 
regional welfare organization and services, since certain home services, such as 
homemaking and nutritional counselling, are needed by families for other than 
sickness reasons. The extent and variety of services provided should be 
determined on the basis of an assessment of the actual need in each region. 


Purchase of services could be made on a cost basis from voluntary agencies 
in larger communities provided that the agencies were prepared to meet 
acceptable standards of care. In rural areas and smaller urban communities, 
where there are either limited or no voluntary agencies providing home care 
services, the regional health services administrative body should provide the 
services directly. There would also have to be some form of economic coverage 
which would encourage people to use home care services, if suitable for their. 
care, rather than entering a hospital simply because they happen to be insured 
under the Ontario Hospital Insurance Plan. 


AMBULANCE SERVICE® 


One of the problems in rural and small urban communities especially was 
found to be the provision of ambulance service. It requires a fairly large 
population centre to make either a private or public ambulance service economic 
on a full-time basis and to employ personnel properly trained in first aid and in 
the handling of seriously ill or injured people. Some rural and smaller urban 
municipalities operate an ambulance service or more commonly pay a subsidy to 
a private operator, usually the local undertaker, for providing service on a 
part-time basis. 


Dale, B. T., and Mumby D. M., A Study of Home Care Needs in Wellington County. (The 
Wellington County Board of Health, 1961.) The City of Guelph is not in the Health Unit and was 
excluded. The Unit in 1961 covered about 45,000 people. There are two towns of about 4,000 and 
2,200 people respectively and several smaller communities of 1,000 or fewer people each. 


An estimated 1,600—1,700 visiting nursing situations and over 1,600 homemaking situations in 
the study year. { 


q 
8Not otherwise doing regular nursing work and prepared to give some time for this purpose. 
4See Chapter IV, pp. 69-73. 


5See also Appendixes I-IV, pp. 173-317. 
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In rural areas and smaller urban centres, one solution would be to have the 
ambulance service provided on a regional basis rather than by separate 
municipalities. The regional health services administration! could either operate 
it directly or subsidize a full-time private operator for providing service at 
reasonable cost to all and free to those unable to pay. This would permit the 
most economic use of equipment, the provision of trained staff, and would make 
good full-time service available to all residents, hospitals, and other institutions. 
|For isolated areas, a regionally based, provincially operated, air ambulance 
service is suggested. 


In the larger communities, there are usually some private ambulance 
_ services, but these may be too few to meet the demand at all hours and seasons 
_and in all parts of a large community. Moreover, service is relatively expensive. 
'In these communities, the regional health services body? could operate an 
| ambulance service, as does the City of Toronto Health Department. Financial 
| arrangements should be made, where there is no public ambulance service, to 
| assure that those unable to pay receive necessary service and that all the public 
_ have service available at reasonable cost. 


OFFICIAL WELFARE SERVICES AND VOLUNTARY HEALTH 
AND SOCIAL AGENCY SERVICES® 


The Ontario Department of Public Welfare has a number of regional offices 

in Ontario whose concern is with the administration of the allowances, provided 

_by the Dominion and the Province jointly or by the Province alone, for people in 

specific categories of need, with the general oversight of the municipal welfare 

departments in the area, and with general welfare assistance in unorganized 
areas. 


Municipal welfare authorities are largely concerned with administering 
general welfare assistance, including in specific instances additional permissive 
payments for fuel, rent, drugs, etc., and with helping to administer certain 
applications, such as those for homes for the aged. The supplementary payments 

| vary in extent from municipality to municipality and, in general, are provided 

_ chiefly in large urban communities. In addition, some communities have passed a 

by-law enabling them to use provincial legislation for the payment of visiting 

‘Nursing services and in a very few instances for homemaking services for those 
receiving categorical allowances and on general welfare assistance. Some 

_ municipal departments, again chiefly urban ones, have limited funds for meeting 
emergency problems not otherwise covered. The welfare department except in a 
few large municipalities, such as Toronto, provides no trained counselling or 
services other than financial assistance as required by legislation. The welfare 
officers as a rule are not qualified social workers. The aim sometimes appears to 
be to keep welfare assistance as low as possible rather than to meet the actual 
needs people have. 


Thus, among the direct help related to health which voluntary welfare 
groups, church groups, and service clubs are trying to provide are necessary 
drugs, prostheses, dentures, glasses, dental care for children, home nursing 
_ equipment, and special dietary supplements. Some voluntary groups have set 


1See Chapter IV, pp. 69-73. 

“Ibid. 

*For details on patterns in the communities studied, see Appendixes I-IV, pp. 173-317. 
‘See footnote 9, p. 59. 

*See Appendix I, pp. 195-196, Appendix II, pp. 251-252, and Appendix III, p. 289. 
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policies about the sorts of services and assistance they will provide. Others 
consider requests on an individual basis. Clients seek help themselves or are 
referred by public health nurses, doctors, clergy and others. 


Cases are often referred to the health department or unit for help. In turn, © 
the staff members must seek a group who will help with the particular problem. 
In areas where the municipal services are limited, a good deal of time is spent on 
such activities by the health department staff. This ‘hat in hand” work and the 
time involved were sources of complaint in the areas visited. In some of the | 
municipalities of Metropolitan Toronto and in Teck Township,! the municipal 
welfare authorities do a good deal of this work and try to meet the needs not 
covered by legislation. 


Organized voluntary health agencies, outside the larger urban centres, were 
found to be relatively few in number.? Most of those with active service 
programmes, in addition to local public education and fund raising, are branches 
of provincial or national bodies. Their relations to these senior bodies vary from 
almost total to limited autonomy. Specific clinic services, visiting staff services, or 
special services, such as blood bank supplies, are, as a rule, arranged and staffed 
from provincial or regional offices of the agencies. Local volunteer groups for 
these agencies are concerned chiefly with assisting at clinics, raising money to 
assist in paying the salaries of any staff working in the area, providing personal 
needs for those with a particular disease, helping with the costs of transportation 
to and accommodation in urban centres for those needing special treatment, and 
providing home nursing equipment, dressings, and so on. As such they fulfil 
varied and valuable functions. The chief problem is that only some of these 
groups and, hence, services exist in any but the largest communities. 


Even in a city of the size of Peterborough,* services were found to be 
limited in number and extent. On the other hand, in large urban communities, 
like Metropolitan Toronto,® there are a multiplicity of agencies attempting to 
meet different kinds of health service need. Problems of co-ordination and even 
some overlapping of interest were found and reported to exist. Some health 
agencies in these large communities provide extensive direct services, for 
example, home nursing, home physiotherapy, rehabilitation centres, counselling, 
and, recreational facilities. 


The health-related problems raised by the official welfare officers and the 
voluntary health and social service agencies varied from community to com- 
munity, even within one area, such as Metropolitan Toronto or the District of 
Timiskaming. The variation could be related largely to the extent of assistance 
provided by municipal welfare departments and in turn to the degree to which 
voluntary agencies, church groups, and service clubs attempt to provide services 
not otherwise provided. 


In rural and smaller urban areas, among the problems commonly mentioned 
were limited municipal welfare assistance and services, difficulties in getting 
interested and active branch officers, fund raising, and the virtual absence of 


1See Appendix III, p. 289. 
2See Appendix II, p. 255, and Appendix III, p. 290. 


“For example, the Ontario Society for Crippled Children, the Rehabilitation Foundation for 
Poliomyelitis and the Orthopaedically Disabled, the Canadian National Institute for the Blind, 
the Ontario Division of the Canadian Red Cross, and the Ontario Cancer Society, and the Ontario 
Tuberculosis Association. 

*See Appendix I, pp. 202-203. 

5See Appendix IV, p. 317. 
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trained social counselling services. This last was a concern of almost every of- 
ficial and voluntary agency visited. In two of the areas, the Children’s Aid Soci- 
ety is the only experienced counselling source available and its staff members 


_have limited time for such additional responsibilities.1 Even in Peterborough 
only one additional counselling agency with trained staff exists.2 Thus, public 


health nurses, teachers, and others are forced to cope with these problems as 
best they can and at considerable loss of time from the work they are trained 
to do. 


In large cities, such as Toronto and to some extent in Peterborough, the 
problems mentioned were related to overlapping and duplication of service in 
some areas of need, gaps in others, staff shortages, and to insufficient co-ordina- 
tion in the use of special staff and facilities and in the provision of services.? 
Metropolitan Toronto has a Metropolitan Social Planning Council, a voluntary 
organization, which endeavours to bring the official and voluntary agencies, 
professional groups, and interested citizens together for purposes of planning and 
co-operation in providing services. Expert consultants are retained and studies 
are carried out.* In turn the central body may break down some of its operations 
on an area basis or problem basis, as does the one in Metropolitan Toronto by 
means of area councils and special sections, such as health and aging. In contrast, 
in Peterborough, the interested senior staff members of some of the official and 
voluntary agencies meet from time to time on an informal basis only, largely for 
social purposes and to get to know one another. No unanimity of view was found 
on the question of forming a more formal though voluntary planning and 
co-ordinating structure.® 


Almost all agencies visited in the study communities had financial problems. 
A few, such as the County Tuberculosis Associations and the Ontario Society for 
Crippled Children, have found highly successful fund-raising techniques. 
However, most say they need more money than they have available. Funds are 
obtained from a combination of joint united appeal or community funds and 
increasingly from provincial and municipal lump grants or purchase of specific 
services. Some charge service fees to clients who are able to pay. United 
campaigns as a source of revenue appear to have limitations beyond which it 
seems difficult to get increased public donations. In fact in some cases, for 
example, some agencies not only have been unable to extend services proven 
to be necessary, but have even had to cut back on services.” | 


This situation raises the question as to the place which voluntary giving as 


opposed to tax funds should play in providing services now largely provided by 


voluntary health and welfare agencies. It is our view that where services are 


4See Appendix II, p. 256.and Appendix III, p. 296. 

?See Appendix I, p. 208. 

*See Appendix IV, p. 317.and Appendix I, pp. 217-218. 

‘For example, the extensive Needs and Resources Study which has taken several years, 


_involved over 100 agencies, and has used a number of technical and expert committees and 
| workshops in carrying out its purposes. A Study of the Needs and Resources for Community-sup- 


ported Welfare, Health, and Recreation Services in Metropolitan Toronto. (Toronto: Social 


_ Planning Council of Metropolitan Toronto, 1963.) See Appendix IV, p. 317. 


5See Appendix I, p. 208. 

®The Christmas and Easter Seal Campaigns respectively. Indeed, some suggestion was made 
that some agencies may be raising more money than they can spend for present needs of service 
in their fields. 

7For example, in The Globe and Mail, Toronto, March 1, 1963, it is reported the United 
Community Fund of Greater Toronto has had to cut 1963 allocations as compared to 1962 for ee 
local agencies and three national bodies, including the four family service associations, the 
Victorian Order of Nurses, and the Visiting Homemakers Association. This has already been 
reported as resulting in reductions in staff and services and in longer waiting periods for 
obtaining counselling. 
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regarded as basic for the community as a whole or for a large segment of it, 


they should be financed from public funds. Examples would be visiting nursing, — 


homemaker service, and ambulance service. The services could be provided 
either by official agencies direct or by the purchase of the services at cost and at 


acceptable standards to the community from existing voluntary agencies. Fees | 


could still be charged to those able to meet all or part of the cost of the service. 
This change would permit agencies in the counselling field in particular to 
increase their services to meet the increasing volume of work with which their 
present staffing and revenues cannot cope. 


It is often difficult to say whether the needs of a particular person or family 


are basically health, welfare, or social counselling, because in many cases © 


problems of all three types are involved. Such cases provide problems in 
jurisdictional responsibility and in liaison. Deficiencies in public welfare benefits 


were frequently pointed out as being at the root of health problems for those © 


from low-income and indigent families, for example, drug costs, preventive 
dental care for children, and dentures, glasses, hearing aids, etc., for the elderly. 
In turn, unmet health needs were indicated as often leading to economic 
dependency. Though detailed consideration of the question is not within the 
specific terms of this study, it is quite clear that an immediate intensive review 
and revision of existing public welfare administrative patterns and benefits 
should be undertaken. 


Some of those interviewed suggested combined local health and welfare units, 
In theory this appears to be a desirable long-term development. However, its 
success will depend upon a change in both provincial and local welfare policy 
and practice in Ontario and on the greater availability of qualified staff. 
Common province-wide policies and a regional pattern of welfare administra- 
tion, as in the health service field, seem to be the first steps required. It is not 
clear whether the further combination of health and welfare services under one 
administrative entity is practical in Ontario. Further study is recommended 


through experimentation with a joint administrative organization in selected — 


urban and rural areas. 


CHAPTER IV 


‘THE MAIN SUGGESTION—A REGIONAL 
ADMINISTRATIVE PATTERN FOR THE 
ORGANIZED COMMUNITY HEALTH SERVICES 


| Scientific, social, and economic changes are making the traditional pattern of 
separately developed and administered community health services less and less 
efficient. Circumstances have combined to create a rapid proliferation of health 
services of ever increasing complexity. The resultant overlapping of service in 
some areas, gaps in services in other areas, and uneconomic use of skilled 
personnel and complex facilities are hampering the ultimate objective of 
providing a balanced pattern of modern community health services which work 
together effectively. Segregated community health service planning and adminis- 
tration should be ended. 


| Therefore, the main suggestion is for a regional administrative pattern 
of all organized community health services in Ontario. 


GENERAL STRUCTURE 


The regional health services organization would result from a realignment 
and gathering together of the community-based health services. None would be 
“taken over” by another but all would be part of a larger administrative body. 


It is suggested that the two chief components be the hospitals and the 
public health services and that the other components be the organized 
rehabilitation, mental health, home care, and ambulance services and the 
health services for the aged. 


Such a co-ordinated network of basic supportive programmes and facilities 
would assist the practising physicians and dentists in providing care for their 
patients. 


The precise delineation of regions should take account of existing formal and 
informal regional patterns for certain services, as well as factors of geography 
and population. Therefore, the area and population served would vary from 
region to region. For example, it is suggested that Metropolitan Toronto be one 
region, whereas in predominantly rural areas, several existing counties might be 
included in a single region. It seems obvious that in northern Ontario regions 
will be larger in area and smaller in population than in southern Ontario. 


A third major component, when circumstances permit, should be the 
official social welfare services. The administrative structure would then be 
that of a regional health and social welfare organization. 


*Specific service and programme proposals are summarized in Chapter V, pp. 75-87. 
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Extensive changes in welfare policies and services are necessary before this 
additional step could be introduced. Detailed study of the best way to effect this 
step should be carried out, in order to ensure that neither health nor welfare 
would be overshadowed by the inclusion of the other. 


ADMINISTRATION 
Provincial 


Based on general enabling legislation, the provincial public health 
and hospital authorities should jointly establish general policies, broad 
uniform standards, and the basic programmes to be provided. 


Details of local policy and programme would be a responsibility of 
regional boards. 

Further, it is our view that the Ontario Department of Public Health 
and the Ontario Hospital Services Commission either should be combined 
in a Health and Hospital Services Department under the Minister of Health 
or a statutory board representing both should be formed under the Minister 
of Health to carry out provincial obligations. 


Regional 


It is desirable to retain a sense of local interest and as much local autonomy 
for individual programmes as is compatible with the efficient provision of 
service. 


It is, therefore, suggested that there be for each region a Regional 
Health Services Board, representative of the elected councils of the muni- 
cipalities in the region, of the professional groups providing health services, 
and of the general public. 


The municipal representatives could be selected on a rotating basis by the 


municipalities. A proportion of the health service representatives could be — 


nominated by such bodies as local medical and dental societies and appointed by 
the Minister of Health. Others could be directly appointed by the Minister to add 
people with special technical knowledge and experience to the Board. The public 
representatives could be nominated by groups, such as business, labour, 
farmers, women’s institutes, educational groups, and voluntary health groups, 
and be appointed by the Minister. Board members should receive a suitable per 


diem payment for time spent on Board duties, in addition to coverage of any 


expenses incurred. 


The Regional Board would replace iocal boards of health and any other 
official agency boards, except those of hospitals and other institutions. Local 
hospitals and institutions would continue under their existing ownership, whether 
lay voluntary, religious, or local government, and their governing boards would 
continue to be responsible for the direct internal administration of their 
respective institutions. However, certain responsibilities of regional importance, 
such as the planning of extensions and alterations, the distribution and allotment 


of different kinds of bed, the acquisition of specialized equipment and facilities to. 


be used in common and the retention of specialized professional and technical 


staff to be shared in common, would be transferred to the Regional Board. | 


General questions of staffing’ and financing? are dealt with in other sections of 
this chapter. 


1See pp. 71-72. 
2See pp. 72-73. 
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STAFFING 


_ Executive Officers 


The day-to-day administration will require executive officers with specific 
_ preparation for health services administration. Such people at present are of two 
_ types, those with special education and training in public health administration 
-and those with special education and training in hospital administration. At 
present their respective preparations are directed to different types of health 
service administration. Accordingly, it is suggested that where someone with one 
_ type of preparation is selected as the senior executive officer that his deputy be 
someone with the other type of preparation. Their knowledge and experience 
would, thus, be complementary. It is our view that if a suitable candidate of 
_ either type is available, who in addition is a qualified physician, he should re- 
ceive preference in the senior appointment. 


The chief executive officer and his deputy should be appointed by the 
Regional Board, subject to approval by the Minister of Health, and be 
directly responsible to the Regional Board for carrying on the responsibili- 
ties assigned to the Board by provincial legislation and regulations and for 
performing any other duties specified by the Board. 


The chief executive officer and the deputy executive officer should not be 
dismissed by the Regional Board except on proof of negligence or incompetence 
_and with the concurrence of the Minister of Health. If the Minister should feel 
that an executive officer is not fulfilling his obligations under provincial 
legislation and regulations, he may indicate the specific details of the situation to 
the Regional Board and make any suggestions which he wishes. But, the power to 

recommend dismissal to the Minister should rest with the Regional Board. 


It is suggested that basic salaries be set and paid by the Province and that 
pension arrangements be established on a province-wide, portable basis. This 
would permit satisfactory, uniform, minimum salaries and pensions. Regional 
Boards would be free to increase salaries as they wished, with the concurrence of 
their component municipal councils, as a means of attracting the most competent 
administrators they can. A portable, provincial pension system would permit 
‘mobility of staff, which, under separate regional pension systems would be 
hindered. 


| Health services administration can only be as good as are the capacities and 
competence of the administrators. In the future, the most desirable administrator 
would be someone with special training in the broader field of health services 
| administration. 

| Financial support should be given by the Dominion and the provinces 
to appropriate university bodies, such. as the Schools of Hygiene, for de- 
: veloping courses in health services administration for those already in 
| public health and hospital administration and for qualified new recruits to 

the field. 


| Other Administrative Staff 


| 

! Existing hospital and other administrators, trained through the Canadian 
Hospital Association Extension Course or other acceptable non-university 
courses and existing experienced administrators without formal training would 
“continue to be needed to assist the senior administrators at regional and at 
individual institutional and programme levels. They should be given every 
encouragement for taking additional preparation to extend their knowledge and 
to become qualified for more senior posts. 


WD ROYAL COMMISSION ON HEALTH SERVICES 


It is suggested that other administrative staff be appointed and em- 
ployed on the same basis as the senior executive officers and that they be 
directly responsible to the senior officers for the administration of their 
respective institutions or programmes. 


Other Staff 


It is suggested that the personnel for specific institutions and pro- 
grammes be employed and paid directly by the institution or programme 
concerned, subject to the general budgetary approval of the Regional 
Board. 


The pension arrangements should be established on a portable provincial 
basis, so that mobility of staff will be possible. Any institution or programme 
staff member who has been discharged should be able to appeal the decision to: 
the local institution board, if one exists and, in any case, to the Regional Board 
for final decision. 


In rural and northern regions, it is suggested, as outlined in Chapter V, 
that certain medical and other personnel be retained directly by the 
Regional Board, on recommendation of the senior executive officer and 
subject to the concurrence of the Minister of Health. 


They would vary in numbers and type with the needs of a region. Moreover, 
the numbers and type would be altered as sufficient numbers of qualified 
personnel entered private practice in a region. Their services would be available 
to the private practitioners as well as to the institutions and programmes 
operated directly by the Regional Board. Subject to provincially established: 
minimums, payment would be through the Regional Board on a basis agreed 
on between it and the staff person in question. Pension arrangements should be 
on a province-wide, portable basis. 


It is also suggested, as outlined in Chapter V,! that in regions without 
minimum dental services a dental services programme be established on: 
a similar basis. 


FINANCING 


Except for large urban regions, institutions and programmes other 
than those covered under the Ontario Hospital Insurance Plan should be. 
financed on a 70 per cent : 30 per cent basis between the Province and the 
individual Regional Boards. | 


The direct revenues of a Regional Board would come largely from an 
assessment, on an equitable basis, against the component municipal councils. To 
some extent they could come from any direct fees which a Regional Board may 
decide to charge for certain services. These direct fees should be designed so as 
not to deter the use of needed service and, where used, to take account of a 
person’s ability to pay. The decision to charge fees for any specific service and 
the amounts should have the concurrence of the Minister of Health. 


For a region which either consists of a single, large, urban community | 
or which contains a predominantly urban population, it is suggested that 
the Province share the costs with the Regional Board on a 60 per cent: 40) 
per cent basis. { 


1See pp. 83-84. | 
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The hospitals would continue to be financed as at present except that 
ards and all provincial 


yayments would be made through the Regional Boards. 


| 
| 
pects would be submitted through the Regional Bo 
| 
| 


q 


It is further suggested that the Dominion Government make avail- 
able a general grant to the provinces to cover one-half of their operating 
expenditures for regional programmes, as approved by mutual agreement 
between the Dominion and a province, but excluding costs covered under 
the Hospital and Diagnostic Services agreements and under the National 
Health Grants Programme for specific purposes. 


GENERAL RELATIONS WITH VOLUNTARY HEALTH AGENCIES 


Where a voluntary health agency is providing a direct health service, 
which is considered to be a basic community service, depending upon the 
extent of the existing voluntary agency service and local decision, it is 
suggested that the Regional Board either take over the service as a direct 
public responsibility or purchase specific service at cost and at standards 
acceptable to the Regional Board from the agency concerned. 


Where such basic services do not at present exist or where they 
are only rudimentary, either they should be established by the Regional 
Board, as available staff and facilities permit, or financial arrangements 
should be made with a voluntary agency to establish them on an acceptable 
basis. 


GENERAL RELATIONS WITH OFFICIAL WELFARE SERVICES 


Close liaison is of great importance because so many services have both 


1ealth and welfare components. 


As previously pointed out,! a combined Regional Health and Social 
Welfare Organization is suggested as a long-term development. 


Chis development will depend upon a prior review of existing public welfare 
dolicy, staffing, and services in Ontario, since at present welfare programmes at 
‘he municipal level are in general less developed than are health and hospital 
services. 


1See p. 69. 


eioay ne ' i y i CPt 4e0 Vv? tT ~ 
apa at ine ie aie Saeratonaaiggeien nied é 
ee Saree aD 
LANs, Seve a ws: ot een ee cab bes 
i ter berets via o salplgeelerre eq wit Ot Shard & 
a aid uh Tidy with res ieethoiae a 
| “7 ids LA ER OER nL Vag 
i ae, | amos ie? “SO Satine 1) RY 


iv enenlcnn, wi a ed Swi Swe ate =| Ons = pass 


{anaes “HRATH IRA CUON IT POTTY a 


eee sw bydy, Pane Hele & vier seapyht BO alle 
ee Kai pA GSS.2 Qe. lary eden, a oak 
fa aire mldinnt ays’ Salis Bes winniiven nag O ad. oF sa taal sh isp 
ts mar vip Winseuslog Of 

hk ‘ Nae bf9 +i Wau tery ona Ah 
a Wahue sa the ARINGIE aa Ab yf Ubi reson 
nt dil a ney eG he oR ch PEP A sO yPIG i +O 


Pi iin tm THN DM: SO 782% Sed, AOS pe 
aphyn yet Bligh ilk Veta: ee agents 
; ie ae ree pepe tatily See j‘yenres ad yp deshag nt A\ Tuteveldone Vek 
hone epvesnily, aati dn deri \ qin Art hs AN EN oe 
ae ah Pd emai Whe... 7" ‘ val Al $i 


y ree x i” mi he juste : i; ie "2 asi 
{snl Peaking Tesi itn Wish HN TA a 
tod Ne oe eT oe paste nha Cok Xpeneg got, & meh By Sh, ca | 

Lue a Gia] @rPrgvs « doutal wr rw Pha; yrs or. art 


1 pienit’, Sas say: lanorQart foe Vern y ao hussain ctawel otd A 
Pte yPist-yial » ey heterc qwe Yh roitochirayr stole. 


Shall 


ga hey ouldiue Maes Yo w renin atin meen live Tinga 

a Sine a Prey fs rig i pont AG) Ohh REL a9" haa % 

; batt tiga : i iat! he He men ied if Li et iid we hey Tecate 
1 wats i ia « Pia) Cor ‘ } (wri he s OR wee 
Be en Oe my } 


Pi Mipsee bp Oeey cf Seeabelt Boa wu hen eee 7 
vein, Me FOr. te vy Apenarent. Mage On ey Yer ar eet : 
A el ee Wee FOND Py lo. whidh» epithelia 
pe me Alpe iy Berta scree: Tirso bert fam shoot ie &ooigrmt 

m Pate. ; te oe feet tad 9 J Hi) = Mae = ¥ lae ay yr int 
a F ° hy wy bed py, ‘1 OAc) Ta) WAY. io THe 4 an tool seryis 
Lh Aaetnk? RAE awe Fi mere eree of ibe MOTE on «Bi t 

ek cage Vee vi Pho, oy iain 
“ie Pacaiury ahare th ad syijod! Det ete ae pate 

gr? rgel Quris ; 

re ig 4 

L4 ' » 

‘tr Sh . ai 


CHAPTER V 


SUMMARY OF SUGGESTIONS ABOUT THE 
VARIOUS ORGANIZED COMMUNITY 
HEALTH SERVICES 


LOCAL PUBLIC HEALTH SERVICES! 


Organization 


1, Full-time, public health services on a regional basis should be provided 
in all parts of the Province. It is a provincial legislative responsibility to assure 
that they be established in areas now without full-time services. In very isolated 
areas resident public health nursing services and available health officer service 
‘should be directly provided by the Province. A regional health services 
organization which would draw together and co-ordinate all organized com- 
‘munity health services and resources, including public health services, as 
outlined in Chapter IV, is suggested.2 


Financing 


2. The existing pattern of provincial support for local public health 
services should be reviewed and revised, so that municipal as well as health unit 
services are supported. It is suggested that a financial sharing arrangement of 
approximately 70 per cent payment by the Province and 30 per cent payment by 
the local area would be reasonable in predominantly rural or semi-urban 
regions and a financial sharing arrangement of approximately 60 per cent 
payment by the Province and 40 per cent by the region in urban regions.* 


3. Incomes of medical officers of health, public health nurses, and other 
public health personnel should be revised regularly, so that they will be 
comparable to those in other medical, professional and skilled technical fields. 


4. Basic salary levels and common pension arrangements for personnel 
should be set by the Province. The cost should be included as an ear-marked 
part of provincial grants to a regional health services board. Additional regional 
Salary payments and increments could de paid. The staff would have greater 
freedom to change jobs, because income and pension rights would be assured, 
than under the existing administrative pattern. 


1See Chapter I, pp. 11-31. for a detailed discussion of public health services. 
2See Chapter IV, pp. 69-73. 
3. See Chapter IV, pp. 72-73. 
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Staffing and General Functions 


5. The medical health officer’s functions should be, first of all, those of a 
medical administrator who is equipped to plan, to administer and co-ordinate, 
and to evaluate services. In the second place, he should be the local consultant 
and expert in epidemiology and community health research, not only for the 
communicable diseases but also for newer problems of the public’s health, such) 
as cancer, heart disease, and the chronic diseases in general. He should be 
involved in the provision of adequate community services for home care, the care: 
of the aged, accident control, rehabilitation, mental health, and family planning, 
to mention some of the more important community-wide health problems now: 
being faced. | 


6. Personal health care should, as far as possible, be carried out by 
physicians in clinical practice with the assistance of the health department staff, ! 
especially the public health nurses. Consideration should, however, be given to. 
the fact that certain personal preventive services, such as immunization and 
multiphasic screening, may be more effectively provided on an organized 
community basis. 


7. Undergraduate teaching in medicine should include preparation in 
sociology, psychology, statistics, and economics, which are the basic sciences 
necessary to an understanding of organized community health work and to 
public health and social medicine. 


8. A combined preventive, teaching, and visiting bedside nursing service 
should be provided by the public health nurses.! 


9. Greater attention should be paid to the use of auxiliary nursing personnel 
and clerical staff so that skilled nursing time may be used to full advantage. 


10. There should be further attention paid to the use of married nurses and 
nurses able to give part-time service. 


11. There is need for further clarification of the functions, and, as a result, of 
the academic and training requirements for sanitary inspectors. 


12. The establishment of courses under the auspices of educational institu-. 
tions, in co-operation with the Ontario Health Department and the Canadian 
Public Health Associations, as has occurred at the Ryerson Polytechnical 
Institute, is commended as a desirable pattern for promoting better standards of 
selection and teaching and for providing the status, which sanitary inspectors feel 
is lacking at present. 


13. A larger, regional administrative pattern than many municipal health 
department and health unit areas provide is necessary, if special and scarce 
personnel, such as dental public health officers, veterinary public health officers, 
health educators, medical social workers, and psychiatrists, are to be obtained 
and used to full advantage.” 


Programmes 
Communicable Disease Control in General 


14. Routine reporting of communicable diseases by physicians should be 
restricted to the serious communicable diseases. Where information on the extent ; 


1See also suggestion 33, pp. 78-79. 
2See Chapter IV, pp. 69-73. 
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of other communicable diseases or on the level of immunity in a community is 
desired, regular inquiries and serological studies on a sampling basis could be 
used. Greater attention to reporting and to epidemiological studies of newer 
problems of the public health, such as cardiac disease, cancer disabling 
| Aa . . zi ’ 
conditions, and accidents, should be considered. 


15. Although personal preventive care should in general be provided by 
personal family physicians, some personal preventive services, such as immuni- 
ization, may be more effectively provided on an organized community basis in 


‘many cases. 
if 


| Tuberculosis Control 


16. Comprehensive screening and follow-up programmes of tuberculosis 
(ae are commended and should be developed in all communities. 


‘Venereal Disease Control 


17. There should be more intensive education of physicians on the impor- 
tance of reporting cases of the venereal diseases and of obtaining contact 
‘information. 

} 

‘Sanitation 

18. There is need for an on-going revision of existing environmental control 
legislation, so that standards and requirements may be kept in line with modern 
‘practice and so that provisions may be made for new environmental hazards. 
Common and precise province-wide interpretation and enforcement of require- 
ments are needed. 


Although the technical aspects of some basic environmental control pro- 
grammes, such as water, sewage, garbage, milk, and meat control, are partly or 
entirely the responsibility of other than health authorities, the health supervision 
and control aspects should continue to be a public health responsibility. 


19. There are still too many communities where the basic environmental 
Services are inadequately met at present. These situations should be corrected as 
quickly as possible because their continuing existence is a hazard to the public 
health. 

i 


Maternal and Child Health 


| 20. A copy of the birth notification should be sent routinely by local 
Yegistrars to the health department in the community of current residence of the 
mother. 


21. Public health nurses should be permitted to visit new mothers in 
hospital, so that unnecessary home visits will not be made. 

22. Where group practices have been established, it is suggested that the 
health department second public health nurses on a scheduled basis to the 
groups to assist them in carrying out prenatal, post-natal, and well-baby care 
for their patients, including immunizations and home visiting as indicated. 


23. Doctors in solo practice or in small partnerships should be invited to use 
the facilities of the health department building and centres and the services of 
the public health nurses on a scheduled basis for providing maternal and child 
health services for their patients. 


| 
| 


! 
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24. Some economic arrangements for paying the doctors, either government 
or private, would be necessary so that all people would be able to seek maternal | 
and child health services from a personal physician. Specific payments for 
regular prenatal, post-natal, well-baby, and pre-school child visits would en- 


courage parents to seek and doctors to provide satisfactory supervision. 


25. In rural and northern areas, where consultant obstetric and paediatric 
services are either difficult to obtain or unavailable, the proposed regional health 
services organization should retain consultants.! 


School Health Service | 

26. Routine pre-school and school physical examinations, as is now the trend 
in most areas, should be done by family physicians wherever possible. Some, 
type of financial arrangement, either government or private, is needed, so that all 
parents could arrange for examinations and necessary care to be provided. | 


27. Health department school programmes, as is now the trend in most 
areas, should carry out mass screening procedures, with referral through parents 
to the family doctors for further examination and care, if indicated. 


28. Routine booster dose programmes by health departments in the schools 
should be continued as a useful and economic method for assuring a high level of 
immunity among children against diseases for which specific immunizing agents 
are available. This arrangement would not preclude any family doctor from 
giving booster doses to children under his care, if he or the parents so wished. 


29. There should be study of the possible greater use of auxiliary nursing 
personnel, such as registered nursing assistants, in performing simple and routine 
mass screening procedures. 


30. It is not realistic to have a public health nurse or a registered nurse in 
each school on a full-time basis to provide first aid and minor care. An 
arrangement with local physicians and hospitals, where extensive care is needed 
and for athletic events is suggested. Teachers should be taught and permitted tc 
give first aid and minor care during school hours. 


31. School mental health services and general health counselling by the 
public health nurses in co-operation with other community mental health 
resources should be fully provided in every school. | 


32. School dental health programmes, including routine screening anc 
education, with referral through parents to family dentists, should be developec 
in every school. Unless decided otherwise by local decision, treatment by the 
school dental service staff should be restricted to children from lower income 
homes. 


Public Health Nursing 


33. The health department should provide a generalized nursing service 
including visiting home nursing in all rural and smaller urban communities. Ir 
large communities, where the Victorian Order of Nurses and other voluntar} 
associations have extensive programmes, duplication and overlapping of effor’ 
should be eliminated either by amalgamation with the health departmen 


C 


1See Chapter IV, pp. 69-73. 
2See also suggestions under Community Hospital Services in this chapter, pp. 79-80. 
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iservice, if so agreed, or by purchase at cost of defined services from the 
‘associations by the health department. Visiting nursing association nurses, under 
'the latter arrangement, could either be assigned some districts, as would also the 
public health nurses, in which they would provide a comprehensive programme, 
or could provide bedside care only over the entire community. Visiting nursing is 
a basic community service and should be supported on a definite basis from 
‘public funds and should not even partly be dependent on the uncertainties of 
‘voluntary fund raising. This arrangement would not preclude a sliding fee 
system as a part of financing, where felt to be desirable. 


Newer Problems in Public Health 


34. Public health departments should develop programmes to meet newer 
problems of community health in fields, such as chronic disease, care of the aged, 
home care, mental health, rehabilitation, mass screening and multiphasic screen- 
‘ing, accident control, and family planning. Health education activities need to be 
expanded. Liaison functions among the various community services should be 
‘developed further. 


Relations with Other Services 


35. In rural and semi-rural regions the provision of space in the main 
hospital for the health department and for public health nursing services in other 
‘regional hospitals is a practical way of encouraging closer relations. Both parties 
should be involved in planning joint housing arrangements so that there is scope 
for future expansion of both. 


| In cities, joint housing would not, as a rule, be realistic. However, public 
‘health nursing offices and services should be provided in each hospital to 
facilitate liaison between the hospital and community services. 


36. The medical officer of health should be a member of each hospital’s 
honorary staff. He would be expected to attend meetings of the staff as a whole 
and be a member of any special committees on which his training and 
experience would be useful, for example, an infections committee. 


COMMUNITY HOSPITAL SERVICES! 


Medical Staffing and Services 


37. A regional pattern of the organized health services is suggested as a 
means of attracting more of the less common types of specialist, such as the 
radiologist, pathologist, orthopaedic surgeon, psychiatrist, ophthalmologist, oto- 
rhinolaryngologist, urologist, and dermatologist, to rural and semi-urban areas. 
They would serve all the hospitals and practising doctors and thereby could be 
assured of sufficient work and incomes. Depending upon local circumstances, 
payment could either be on a purely salaried basis or an agreed consultation fee 
basis with or without a basic salary. They would work from the regional base 
hospital where all special equipment, facilities, and ancillary staff would be 
located. In emergencies, and routinely in the case of the pathologist and 
radiologist, they would provide services in the other regional hospitals. 


38. Group practice, as a means of attracting more basic types of specialist, 
such as the internist, general surgeon, obstetrician—gynaecologist, and paedia- 
trician, should be encouraged through long-term loans for facilities by the 
provincial government and by the private prepayment plans. 


1See Chapter II, pp. 33-50, for a detailed discussion of community hospital services. 
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39. In isolated and sparsely settled communities basic specialists should be 
retained on the same bases as outlined above, in suggestion 37, for less common 
types of specialist. 


40. In northern and sparsely settled communities, where circumstances are 
such that private general practice is not feasible or is unlikely to develop, it is 
suggested that the regional health services organization retain general practition- 
ers on a salaried basis, possibly with certain fee privileges when local conditions 
warrant these. 


41. It is further suggested that, in rural and northern areas, in addition to 
adequate guaranteed incomes, satisfactory hospital facilities, ancillary staff and 
services, reasonable referral arrangements, and acceptable living accommoda-. 
tion should be assured. 


42. The Ontario Department of Health fellowship programme, under which} 
medical students receive financial assistance for their education and in return) 
give a period of service in a rural area after qualifying, is commended but it 
remains to be seen whether it will have much impact on recruitment for rural 
areas, except for those with relatively large and wealthy populations. 


43. Greater attention to primary and secondary education is necessary to 
assure that more pupils from rural areas and smaller urban communities may 
receive better preparation in the sciences and mathematics and, thus, become 
qualified to enter fields such as medicine. Greater efforts should be made to 
encourage more students from these areas to complete secondary school. Greater 
financial assistance from the Dominion and the Province is needed to enable 
qualified graduates to go on for further education and training. 


Registered Nurses and Auxiliary Nursing Personnel 


44, It is suggested that attention be directed to the more extensive use of 
auxiliary nursing personnel and clerical staff, so that skilled nursing time is used 
to full advantage. 


45. Hospitals should provide necessary nursing in private as well as public 
sections, so that much private duty nursing could be eliminated. Private duty | 
nurses often spend a good deal of time on non-nursing activities. 


| 
46. A saving in skilled nursing time could be achieved by further attention 
to the use of measures, such as progressive patient care. | 


47. Salaries for registered nurses, with increments for post-graduate educa- | 
tion, need to be increased to a level comparable with other skilled work. 


48. Greater attention should be given to the use of married nurses, even on 
a part-day basis, as is being done in some hospitals. 


49. Courses to help nurses who graduated some years ago to refresh there 
skills, such as are provided by the Registered Nurses Association of Ontario, 
should be encouraged financially by the Province on a regional basis. 


50. The encouragement to primary and secondary education, previously 
mentioned, is also important to future nursing recruitment.1! 


51. The development of additional independent nursing schools, such as the | 
Nightingale School in Toronto, should be encouraged. Ways for improving the) 
academic content of nursing courses and for reducing the dependency of hospitals | 
on service from student nurses should be studied further. 


(if 


1See suggestion 43, above. 
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52. University courses should continue to provide education for those who 
are academically qualified and who are considering careers in specialized fields, 
such as teaching, research, administration, and public health. 


| 53. Nursing schools in small- and medium-sized hospitals should be discon- 
tinued and be replaced by regional nursing schools. These could more readily 
obtain qualified teachers, clinical supervisors, and could provide courses meeting 
acceptable academic standards. Practical experience would still be gained in the 
regional hospitals. Special teachers could be shared on a block-time basis among 
several such schools. Special experience on a block-time basis could be arranged 
in the regional base hospital, the nearest mental hospital, and the nearest 
sanatorium. 


54. Additional study of ways to attract more men into nursing should be 
carried out. 


55. Courses for registered nursing assistants in small- and medium-sized 
hospitals should be discontinued and be replaced by regional courses. These 
could more readily obtain qualified staff. Because many students for such courses 
are married women who are reluctant or unable to leave their homes for long 
‘periods of time, as much practical experience as possible should be provided 
‘under supervision in local hospitals. Special academic and other teaching could 
be provided at a regional centre, possibly the base hospital, on the basis of a few 
days per month and for short intramural periods at the beginning and end of the 
‘course. 


56. However, it is also necessary to direct further attention to the type 
of training needed. The course should be based on clarification of the functions 
auxiliary nursing personnel should perform. Salary levels will also need to be 
kept competitive with work requiring comparable training. 


Some Other Professional Personnel 


| 57. It is suggested that physiotherapists, qualified dietitians, occupational 
therapists, hospital pharmacists, and medical social workers be retained on a 
regional basis in rural and semi-urban areas. They could serve not only the 
hospitals but also other institutions and programmes and, thereby, would have 
sufficient work to make their employment economically warranted. The greater 
variety of work would also serve to attract personnel who may now be deterred. 


58. Because enrolments in some existing courses in household economics, 
social work, and pharmacy are below capacity, the same suggestions for 
encouraging primary and secondary education as have been made for medical 
recruitment, are valid for these fields.1 


59. Under a regional hospital services pattern, more openings for supervised 
and salaried internships in hospital pharmacy could be developed. 


60. The provision of additional courses in universities and technological 
institutes for physiotherapists and occupational therapists is suggested. 


61. Medical undergraduate education and hospital medical staff education 
should include greater emphasis on an understanding of the functions of 
non-medical professional and technical colleagues, so that they will not be 
expected to assume responsibilities in prescribing therapy, which the doctor 
should take. 


1 Ibid. 
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62. Salary levels, except for hospital pharmacists, are in general competitive 
with other types of employment for such professional workers. Income levels 
should be revised regularly to assure that they continue to be adequate. 


Hospital Administrators 


63. A regional hospital services pattern would permit employment of a 
qualified, university-trained senior hospital administrator for a region. Ex- 
perienced, extension-course graduates could serve as administrators in large 
hospitals, groups of hospitals, or, in some cases, as senior hospital administrators 
for entire regions. Especially if accounting, purchasing, laundry, and other 
services were centralized, local administrators with lesser training could serve 
the smaller hospitals in a region. The development of further courses for 
administrators of small hospitals, as at the University of Saskatchewan, is 
suggested. | 


Other Personnel 


64. Under a regional organization, more efficient and better supervised 
laboratory X-ray, and medical records services could be developed in each 
region. Skilled and qualified medical record librarians, X-ray technicians, and 
medical laboratory technologists could be used to maximum advantage over all 
the hospitals in a region. | 


General Proposals on Personnel 


65. The various professional and skilled technical groups should study 
intensively the further use of less skilled auxiliary personnel under qualified 
supervision. Unnecessarily restrictive professional and technical association 
policies should not be permitted to hamper a reasonable use of ancillary 
personnel under supervision. 


66. The development of courses for ancillary personnel, such as food 
supervisors and occupational therapy assistants, and of short courses for 
personnel, such as surgical technical aids and orderlies, by the Ontario Hospital 
Association and individual hospitals is noted with commendation. As pilo! 
projects they are most useful. But the proliferation of types of personnel and 01 
courses under many different auspices can lead, if it has not already, to an 
uncontrolled and confused situation in admission standards, in course contents, 
and in course purposes. The whole question of the training and use of technical 
and auxiliary hospital and health service personnel needs urgent clarification by 
all professional and technical groups concerned and by the provincial health, 
hospital, and education authorities, if acceptable common standards of training 
and teaching are to be established and if problems of supply are to be met. | 


| 
| 


67. Though we commend the efforts of professional, technical, and govern: 
ment bodies which have developed training programmes, it is our view that, ir 
some cases, there has been undue emphasis on apprentice training at the expens¢ 
of consistent academic standards. The development of courses, in association wit 
academic institutions, such as the Ryerson Polytechnical Institute, is a trend ti 
be encouraged. In general, it is our view that professional and technica 
associations should seek to have responsibility for longer, formal intramural an¢ 
extension courses assumed by academic institutions. Associations should provid 
such courses only on an initial pilot basis. On the other hand, there seems to be « 
definite role for professional and technical associations in offering short courses 
in-service courses, and refresher courses for professional, technical, and auxiliar) 
personnel. 


| 
| 
} 
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Organization and Administration 


68. Home care services and nursing home services which relieve pressures 
on hospital beds should be covered as benefits under the Ontario Hospital 
Insurance Plan or on some other basis. 


69. Each large city and region should have a central bed registry for 
allotting beds in all hospitals and related institutional facilities to facilitate their 
most efficient use and the ready transfer of patients. 


70. Each hospital should allot beds centrally so that the best use can be 
made of available space, rather than on a separate service or department basis. 


71. A regional pattern of hospital organization would permit economies 
through group purchasing, accounting, laundry, and other readily centralized 
services. It would make it easier to obtain qualified professional and technical 
personnel, including administrative staff. It would facilitate the co-ordination of 
hospital services and the more efficient use of scarce personnel and facilities. 


In rural and semi-urban regions, one hospital could be developed as a base 
hospital, with specialized staff and equipment. The other hospitals would provide 
emergency, general medical and obstetrical, and chronic care only. Separately 
operated and competing small hospitals in communities often only a few miles 
apart are no longer warranted for quality and economic reasons. 


In large cities, in addition to large, specialized, central hospitals serving 
several regions or an entire province, other large general hospitals with 
specialized staff and facilities are needed to provide service to the people in the 
immediate area. 


72. In order to facilitate the wisest planning and most rational use of all 
organized community health services, and resources, a regional health services 
organization which would draw together and co-ordinate all organized com- 
munity health services, including hospital services, as outlined in Chapter IV, 
is suggested. 


OTHER ORGANIZED COMMUNITY HEALTH SERVICES 


Dental Services in Rural and Smaller Urban Communities”? 


73. A salaried dental service, designed to attract new graduates to work for 
a time in rural and northern areas, should be established under the suggested 
regional health services organization. The dentist should have an office provided 
by the region in a hospital, or in the far North in a rail car. He should receive a 
fair salary. In areas where there are some but insufficient private dentists, his 
work could be restricted to those in lower income groups. He must have 
convenient consultant arrangements provided by experienced dentists, who 
should visit regularly to help with more difficult cases. They could be retained in 
a region on the same salaried basis, or a basic salary plus certain fee privileges, 
as was suggested for medical specialists.° Suitable living accommodation for the 
dentist should also be assured, either adjoining the office or nearby. A further 
inducement to recruitment would be to offer graduate education fellowships to 
young dentists who have given two or more years of service in this programme. 


1See pp. 69-73. 

2See Chapter III, pp. 51-53, for a detailed discussion of the services about which suggestions 
are made in this section. 

3 School dental services have been covered in suggestion 32, p. 78. 

4See Chapter IV, pp. 69-73. 

5 See suggestion 37, p. 79. 


| 
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74. Rural and small urban communities wishing to attract a private dentist 
should also assure him of suitable office and living facilities at reasonable cost. | 


75. More dentists are required. Additional federal and provincial support for 
teaching facilities and for fellowships is required. 


76. As mentioned for doctors and other professional and technical health. 
workers,! better teachers and educational facilities at the primary and secondary 
school levels. are needed in rural and small urban communities. Unless more, 
students with better academic qualifications take further education, future) 
recruitment from such areas, not only for dentistry but for all skilled fields, is 
likely to be limited. 


77. Since economic deterrents may be important barriers, a thorough study 
of higher educational opportunities for students from rural and smaller urban) 
communities is proposed. | 


78. Intensive study should also be carried out on the more extensive use of 
auxiliary personnel in the dental field. 


79. The base hospital in each region should provide facilities and beds for 
people, such as cerebral palsy cases, the mentally retarded, severe cardiacs, and 
haemophiliacs, who require medical supervision and/or general anaesthesia for 
dental procedures. 


80. The entire pattern of paying for the care of people on general public 
assistance and of those receiving various categorical allowances should be altered) 
to provide a full range of preventive and restorative dental care, including. 
dentures, on other than a charitable and haphazard basis. 


Rehabilitation” 


81. In large urban communities, rehabilitation services, under whatever 
auspices, should be provided on a planned and co-ordinated area-wide basis, so 
that scarce staff and special equipment may be used to full advantage and so that 
duplication of services does not occur unnecessarily. The decision as to whether 
more generalized hospital and rehabilitation centre programmes or whether) 
specialized centre programmes are preferable for any given disease should be 
made only after specific study. 


82. Highly specialized facilities should be planned and co-ordinated on a 
province-wide basis or even, in some instances, on a nation-wide basis. 


83. It is unrealistic to try to provide even basic rehabilitation services in 
small- and medium-sized. hospitals on a separate basis. A regional rehabilitation) 
service pattern provides the only realistic answer to the most economic use of 
staff and facilities. Only basic and straightforward problems should be handled 
in rural and semi-urban regions, either on an in-patient, out-patient, or home 
care basis. Complex cases should go to large general and specialized rehabilita-. 
tion centres in large cities. 


84. Because rehabilitation services are required not only in hospitals and’ 
other institutions but also in programmes of mental health, home care, and care 
of the aged, it is suggested that all basic rehabilitation services should be. 
provided through a regional health services organization, which would draw. 
together and co-ordinate all organized community health services.” 


1 See suggestion 43, p. 80. i 

2. See Chapter Il, pp. 53-56, for a detailed discussion of the services about which suggestions 
are made in this section. 

* See Chapter IV, pp. 69-73. 


‘l 
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85. Suitable accommodation for severely handicapped children and young 
adults should be provided as part of any regional health services pattern. 


86. Voluntary agencies presently providing specific physical rehabilitation 
services should work through the regional health services organization. Wherever 
available, physical rehabilitation services could be purchased from voluntary 
agencies by the regional organization on a defined cost basis. Agencies which do 
not provide general physical rehabilitation services should be encouraged to 
devote their attention to such important activities as public education, patient 
visiting, the provision of personal patient needs, and to the sponsorship of pilot 
projects. 


Mental Health! 


87. It is difficult to determine the best pattern of services for attacking the 
many problems of mental health and to evaluate the worth of the varying 
approaches presently being tried. More extensive and intensive pilot studies, 
which can be carefully evaluated, are suggested before any final conclusions are 
reached. However, it is our general opinion that a regional pattern of organized 
health services, including mental health services, would allow the best use of 
scarce personnel and facilities in both urban and rural areas. 


88. Psychiatric sections should be established, as staff availability permits, 
in larger urban hospitals and in the base hospitals of rural regions. Out-patient 
clinic facilities and day-care programmes should be an integral part of their 
services, just as they are for the Ontario Hospitals. 


89. The mental health services should be integrated with the Ontario 
Hospitals system but also should be closely integrated with psychiatric sections 
in large urban hospitals and rural region base hospitals and with health 
departments, rehabilitation facilities, school programmes, and social counselling 
agencies. As outlined in Chapter IV,? a regional health services organization 
would be one means of drawing together and co-ordinating all organized 
community health services. 


Care of the Aged® 


90. A regional health services organization, as outlined in Chapter IV,* could 
draw together all services for older people provided by the hospitals, the public 
health department, rehabilitation programmes, and home care plans. 


91. In turn, these services should be co-ordinated with some type of 
regional welfare authority either on an integrated health and welfare adminis- 
tration basis or in close liaison. 

92. There should also be close liaison with the voluntary senior citizens 
councils and with services and facilities for the aged, provided by religious and 
other voluntary auspices. 

93. In the planning of services for the elderly in any region, attention should 
be given to the need for variety in the services and facilities so that the varying 
requirements for older people may be met. 


1See Chapter III, pp. 56-58, for a detailed discussion of the services about which suggestions 
are made in this section. 

2See Chapter IV, pp. 69-73. J 

3 See Chapter III, pp. 58-62, for a detailed discussion of the services about which suggestions 
are made in this section. 

4See Chapter IV, pp. 69-73. 
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Home Care’ 


94. Organized home care programmes for all communities should be estab- 
lished on a regional basis by a regional health services organization in close 
liaison with a regional welfare services organization or by a joint regional health 
and welfare services organization. Such a system could assure integration of 
home care services with the hospitals, public health department, and other 
organized community health services.2 The extent and variety of services to be 
provided should be determined on the basis of an assessment of the actual need 
in each region. 


95. Purchase of services could be made on a cost basis from existing 
voluntary agencies in larger communities, provided that the agencies are 
prepared to meet acceptable standards of care. In rural areas and smaller urban 
communities, where there are either limited or no voluntary agencies providing | 
home care services, the regional health services organization should provide these 
directly. 


96. There would need to be some form of economic coverage which would 
encourage the use of home care services where suitable as an alternative to 
hospital care, since the latter is now covered as a benefit under the Ontario 
Hospital Insurance Plan. 


Ambulance Service® 


97. For rural areas and smaller urban communities, the proposed regional 
health services organization either should directly operate an ambulance service 
or should subsidize a private operator for providing a full-time service at 
reasonable cost to all and free to those unable to pay. This would permit the 
most economic use of equipment, the provision of trained staff, and make good, 
full-time service available to all residents, hospitals, and other institutions. 


98. For isolated areas, a regionally based, provincially operated, air ambu- 
lance service is suggested. 


99. In larger communities, the regional health services organization could 
operate some of its own ambulances to supplement private services for lower 
income groups. Financial arrangements should be made, where there is no public 
ambulance service, to assure that those unable to pay receive necessary service 
and that all the public have service available at reasonable cost. 


Official Welfare Services, and Voluntary Health and Social Agency Services® 


100. Where health services are regarded as basic for a large part or the 
whole community, for example, visiting nursing, homemaking, and ambulance 
services, they should be financed from public funds. The services could be 
provided either directly by the proposed regional health services organization® or 
by the purchase of services at cost and at acceptable standards from existing 
voluntary agencies. Fees could still be charged to those able to meet all or part 
of the cost of services, if so decided as a policy. 


1See Chapter III, Pp. 62-64, for a detailed discussion of the services about which suggestions 
are made in this section. 


2See Chapter IV, pp. 69-73. 

* See Chapter III, pp. 64-65. tor a detailed discussion of the services about which suggestions 
are made in this section. 

4 See Chapter III, pp. 65-68. for a detailed discussion of the services about which suggestions 
are made in this section. 

5 See Chapter IV, pp. 69-73. 
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101. An intensive review and revision of existing public welfare adminis- 
trative patterns and benefits should be undertaken. Deficiencies in public 
welfare benefits are found frequently to be at the root of many health needs of 
indigent and low income families. These include the cost of required drugs, the 
cost of preventive dental care for children, and for the elderly, the cost of 
dentures, glasses, hearing aids, and other appliances. 


102. A combined regional health and social welfare services organization is 
a desirable long-term development. Its success will depend upon a change in 
both provincial and local welfare policy and practice in Ontario and also on the 
greater availability of qualified staff. Common province-wide policies and a 
regional pattern of welfare administration are necessary first steps. Further 
study through experimentation with a joint administrative pattern in selected 
urban and rural regions is suggested. 
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PART IL 


THE OTHER PROVINCES 


CHAPTER VI 


FACTUAL SUMMARIES OF OTHER PROVINCES 
AND PROVINCIAL COMMENTS: 


NEWFOUNDLAND 


General Data 


Because of the absence of local government institutions in most sections of 
the island, official health activities have been developed almost entirely by the 
Province. The pattern of provincial health services has been shaped by the 
sparsely settled population and the isolation of many communities, which make 
private medical practice almost impossible in many areas except when assisted 
by government subsidy. Accordingly, the provincial Health Department has 
become extensively involved in the provision of public health services hospital, 
and medical care services. While some functions of the work of the provincial 
Health Department are centralized, most of the functions are performed by 
medical and nursing personnel who also look after the direct medical and nursing 
needs of the communities in which they are located. 


Although the Province has assumed responsibility for several programmes 
initiated by voluntary groups, voluntary services remain as an important part of 
the health services picture in Newfoundland. In northern areas of the Province, 
the International Grenfell Association and the Notre-Dame Bay Memorial 
Hospital Association conduct preventive public health programmes and case- 
finding services assisted by subsidies from the provincial Department of Health. 
There are as yet no health units in Newfoundland and the relationship between 
the Department of Health and the part-time and full-time district Medical 
Health Officers is a dual one involving both medical care and public health 
duties. 


Hospital and Medical Services 


General 


As of December 31, 1962, there were 1,100 beds and 140 bassinets in general 
hospitals operated by the Department of Health. There were 1,044 beds and 227 


1The factual information in this chapter is derived directly, in cases verbatim, from the 
following sources: 1. Mennie, W.A., Unpublished data prepared for the Royal Commission on 
Health Services. (Ottawa: Dept. of National Health and Welfare, Research and Statistics Division, 
1962.) 2. Federal and Provincial Health Services in Canada. (Toronto: Canadian Public Health 
Association, Second Edition, 1962.) 3. Public Health and Welfare Services in Canada. (A report 
prepared for the Canada Year Book, 1962.) (Ottawa: Dept. of National Health and Welfare, 
Research and Statistics Division, 1962.) P 

The outlines were modified to some extent by those to whom they were referred in the 
provinces. Comments received have also been included, but as noted in the Preface these will 
Temain anonymous. 
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bassinets in general hospitals operated by non-government agencies, including 
religious orders, the International Grenfell Association, the community or 
municipal councils, and the Dominion military authorities. There were 548 beds 
in sanatoria for tuberculosis operated by the provincial Health Department and 
38 beds in Grenfell hospitals. The Provincial Government provided 920 beds for 
the mentally ill. A children’s rehabilitation centre of 31 beds and 57 beds on the 
medical floor of St. Patrick’s Mercy Home were operated under non-government 
auspices. The St. John’s General Hospital of approximately 471 beds is the 
largest in the Province and serves as a base hospital for the entire Province. It is 
an accredited institution and provides a wide range of services for both 
in-patients and out-patients, as well as the largest nurses’ training school. 


The Cottage Hospital Medical Care Plan 


With the introduction of the Dominion-Provincial Hospital Insurance Pro- 
gramme in 1958, the hospitalization component of the original Plan became 
covered separately.1 The Plan now offers home, out-patient, and in-hospital 
physicians’ services to almost one-half of the Province’s population. Started in | 
1935, it is a government-operated prepayment plan involving 19 hospitals, 65 
hospital and district physicians, 10 nursing stations and a travelling sea clinic. 
The physicians working under the plan, though not fully established civil 
servants, are salaried officers who derive all but a small percentage of their 
incomes from the Department of Health. The plan is not self-supporting but is 
heavily subsidized through the Health Department. The general annual premium 
in most areas is $10.00 per family or $5.00 for single persons. In several 
economically wealthier areas the annual premiums are either $16.00 or $24.00 per 
family. Single persons pay one-half of the family rate. Additional charges may 
be made for private rooms, maternity care, dental extractions, out-patient drugs 
and appliances at modest rates specified by the Department. All transportation 
must be paid by the patient unless a certificate of inability to pay is received 
from the local representative of the Department of Public Welfare. Failure to pay 
the yearly fee does not disqualify a family from receiving care but an extra 
charge in the form of a late joining fee is levied when they seek hospital or 
medical care. People on public assistance are expected to pay part of the 
premium unless to do so would cause undue hardship. On referral by the local 
physician, the patient is eligible for medical care in general hospitals at larger 
centres. 


Dominion-Provincial Hospital Insurance Programme 
and Children’s Hospital and Medical Care Plan 


The programme began in Newfoundland on July 1, 1958, and is operated by 

a division of the Health Department. The hospitalization components of two 
programmes, the Cottage Hospital Medical Care Plan and the Children’s Hospital © 
Plan, previously operated as a purely provincial responsibility, are now included | 
in the plan. The Newfoundland Children’s Hospital Plan started in January 1957, 
covered hospitalization and out-patient diagnostic services and from 1958 
professional care in hospital for all children under 16 years. The professional care 
section of this plan continues in operation as a Children’s Health Service. 


In-patient standard ward services, out-patient laboratory and radiological — 
services, encephalograms, cardiograms, basal metabolism estimates and inter- 
pretations, radiotherapy and physiotherapy for ambulatory patients, are includ- 
ed as benefits under the tax-supported Hospital Insurance Plan. 


1See p. 92. 
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Transportation 


The Department also has an extensive transportation system for staff and 
patients, including a fleet of cars, a floating clinic for the villages along the coast 
with no road connection and four smaller boats for use by medical officers. 
Voluntary agencies also operate a number of travelling clinics. By charter 
arrangements with a local air service, seaplanes and helicopters are available 
for special mercy flights. 


Indigent Care 


The Province provides a tax-supported programme for drugs, dressings, 
prosthetic services, dental care and welfare foods as well as hospital and medical 
care for indigents. 


Public Health 


Communicable Disease Control 


The programme is under the direction of the Chief Medical Health Officer of 
the Department of Health and includes standard immunization procedures, the 
investigation of cases reported by medical doctors, isolation and quarantine as 
indicated. There is close relationship between the Chief Medical Health Officer 
and the isolation wing of the St. John’s General Hospital. 


In St. John’s, immunization programmes are conducted in the schools 
through the departmental nursing service under the direction of a school medical 
officer. Immunization for pre-school children is conducted by the nurses of the 
voluntary Child Welfare Association subsidized by the Department of Health for 
this purpose. Largely through follow-up visits by nurses to newborn babies, it 
has been possible to obtain practically complete immunization of this group. The 
immunization programme includes assistance and co-operation in the organiza- 
tion of clinics for the inoculation of children of pre-school age. Travelling 
immunization teams consisting of a nurse and a recorder visit settlements outside 
St. John’s, mainly in areas not provided with medical services, in order to carry 
out the immunization programme. 


Venereal Disease Control 


Treatment is free to all persons attending the central clinic at the St. John’s 
General Hospital and to all Cottage Hospital subscribers and to medical 
indigents. The Province provides free penicillin to private physicians and 
reimburses part-time medical health officers and private physicians on a 
fee-for-service basis for the routine treatment of medical indigents and Cottage 
Hospital subscribers. 


Tuberculosis Control 


Tuberculosis has always been a major health problem. The services for the 
eastern half of the Province are centred in St. John’s where the tuberculosis 
dispensary serves as the control and case-finding unit and the St. John’s 
Sanatorium provides approximately 280 beds. In the western area, the San- 
atorium at Corner Brook with 270 beds combines in-patient, out-patient, and 
control functions. In both regions the Newfoundland Tuberculosis Association 
renders valuable assistance in case finding and rehabilitation. The Grenfell 
Hospitals at St. Anthony, with a 30-bed sanatorium wing, and at Northwest 
River in Labrador, with eight beds, also provide treatment and control facilities. 
Sanatorium care for tuberculosis is free to all Newfoundland residents. 
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An extensive B.C.G. vaccination campaign includes school and pre-school — 
children, student nurses, institutional staff, and contacts with known cases. A 
widespread case-finding effort by land and by sea is conducted in co-operation — 
with the Newfoundland Tuberculosis Association. Because of the high incidence 
of tuberculosis and hence positive tuberculin reactors and also because of the © 
extensive use of B.C.G. vaccine, mass screening through tuberculin testing has — 
not been used. Repeated chest X-rays of susceptible groups and mass X-ray 
surveys are the basic case-finding techniques. 


Sanitation 


The Department of Health has a Chief Health Inspector and several regional 
health inspectors with appropriate staffs. The sanitation programme covers the 
standard range of activities with special emphasis on advice and inspection on 
sanitary installations in new buildings. This has become an important function 
in recent years because of the rapid population growth and resulting rapid | 
extension of suburban areas where adequate water supply and sewage disposal 
systems do not exist. 


The examination of food handlers has become a rapidly expanding service 
and routine health examinations have been established. An equally important 
branch of the work has been the holding of periodic courses for food handlers. 


Public Health Nursing 


The service includes nurses employed by the Department of Health other 
than in the St. John’s General Hospital, the two tuberculous Sanatoria, and the 
hospital for mental and nervous diseases. The staff consists of about 115 nurses, 
divided approximately one-third in St. John’s, one-third in nursing stations in 
districts outside St. John’s, and one-third on the staffs of the Cottage Hospitals. 


The St. John’s District Nursing Programme provides a combined preven- 
tive—public health and home nursing service in co-operation with the Child 
Welfare Association, and the Victorian Order of Nurses. It covers communicable 
disease control, tuberculous control including B.C.G. vaccination, visits to the 
indigent sick, maternity service with prenatal visits, prenatal clinics, and 
post-natal visits, and pre-school and school health programmes. The programme 
of the public health nurses outside St. John’s includes communicable disease 
control, tuberculous control, sickness visits, general and prenatal clinics, 
pre-school and school health programmes, and maternity service. The objective 
of the nursing stations and districts is to bring preventive and curative nursing 
and a degree of medical service to isolated and thinly populated areas where 
there is no doctor. 


Laboratory Services 


A complete laboratory service is provided through the public health 
laboratories at St. John’s and Corner Brook. Complete autopsy and pathological 
services are offered to all hospitals in the Province. 


Health Education 


The Health Education Division develops health education programmes, 
works with the government and voluntary agencies, assists in service training, 
conducts campaigns, and prepares materials. 


Nutrition 


Nutrition education and the provision of supplementary foods to certain 
vulnerable groups are the two main aspects which try to improve the nutritional 
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status of the population through a distribution of dietary supplements and the 
artificial fortification of food products. Talks, lectures and instructions are also 
provided. Staff nutritionists offer a consultant service in dietetics to the smaller 
hospitals and to schools. 


The Department of Health distributes free cod liver oil and concentrated 
orange juice to infants and expectant mothers at prenatal clinics, through 
Cottage Hospitals, medical health officers, nurses in districts and some Red Cross 
branches. Cod liver oil is also available free for pre-school children. Enriched 
flour has been mandatory for many years. 


Maternal and Child Health 


The Department does not maintain a separate division. Preventive services 
throughout the Province in the field of maternal and child health are integrated 
with and decentralized through the activities of the medical health officers and 
the public health nurses. Activities include school health services, the immuniza- 
tion programme for pre-school and school children, and various maternity 
services, such as prenatal clinics and prenatal and post-natal home visits. The 
Child Welfare Association in St. John’s assists with the maternal and child health 
programme. 


School Health Service 


The School Health Service was inaugurated in January 1959. The School 
Medical Health Officer is responsible for the administration of school health 
services under the Chief Medical Health Officer of the Department. Regular 
institutes and conferences are held with school principals and teachers. Contact 
with all schools in St. John’s is maintained through the school nurses. 


There is also a school nursing programme in Corner Brook employing two 
part-time practitioners and the Victorian Order of Nurses. Elsewhere in the 
Province there are between 12 and 15 part-time or full-time married nurses 
doing school work in various communities. Local medical officers provide some 
services but do not carry out routine inspections. 


School Dental Service 


The Director of Dental Health divides his time between a children’s clinic in 
St. John’s and educational supervisory work throughout the Province. A full- 
time assistant dental officer is employed at the clinic. The Province subsidizes 
services by private dentists elsewhere to provide restorative and prophylactic 
work for school children, particularly during the first two years of school 
attendance. In addition any school age child of indigent parents may receive 
dental care on the certificate of a welfare officer. 


Rehabilitation 


There is a division of rehabilitation under a Provincial Co-ordinator. A free 
vocational rehabilitation service to disabled persons is provided in co-operation 
with public health, welfare, education and employment authorities, and with 
voluntary groups. It also works closely with the Workmen’s Compensation 
Board. The division co-ordinates the case services required in rehabilitation, 
such as case finding, assessment, medical treatment, vocational training, job 
placement, and community education and organization. It maintains a case 
registry. The principal voluntary agencies are the Newfoundland Tuberculosis 
Association, the Newfoundland Society for the Care of Crippled Children and 
Adults, and the Canadian National Institute for the Blind, Newfoundland 
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Division. In 1960, the Newfoundland Rehabilitation Council was formed, repre- 
senting government departments, voluntary health and welfare groups, service 
clubs and others, to co-ordinate and extend rehabilitation activities. A rehabili- 
tation centre is being planned. The Division employs two rehabilitation officers 
to carry out field services throughout the Province. The Tuberculosis Association 
with a staff of four rehabilitation councillors and the National Employment 
Service work closely with the Division. 


Medical restorative services on an in-patient and out-patient basis are 
covered under the Hospital Insurance Plan.! Residents of Cottage Hospital areas 
and children under the age of 16 are covered under medical care plans.” The St. 
John’s General Hospital, operated by the Province, has a physical medicine 
department and various out-patient clinics. A children’s rehabilitation centre 
operated by the Newfoundland Society for the Care of Crippled Children and 
Adults serves children up to age 16. Follow-up field services to crippled children 
outside St. John’s are provided by a social worker and physiotherapist and 
mobile clinics have been instituted under the care of the centre’s physical 
medicine specialist. Speech therapy is also provided. A prosthetic appliance shop 
at the St. John’s General Hospital manufactures appliances and limbs. The 
Health Department supplies prostheses free of charge to patients unable to pay. 
The Health Department employs a director of physical medicine who serves as a 
consultant. The physiatrist is also chief of the Physical Medicine Department of 
the St. John’s General Hospital and Medical Director of the Children’s Rehabili- 
tation Centre. 


In co-operation with the Department of Public Welfare, needy disabled | 
persons are furnished with social allowances and transportation while undergo- 
ing treatment through the federal-provincial Technical and Vocational Training 
Assistance Act. The Department of Public Welfare pays for transportation and 
maintenance of deaf children at special schools and of blind children in Halifax. 
Four special classes for retarded children are operated by local branches of the 
Newfoundland Association for the Help of Retarded Children. 

The Province has supported the establishment of a research and treatment 
centre for alcoholism. 


Chronic Disease Services 


Treatment and rehabilitation services are provided at the St. John’s General | 
Hospital. The Canadian National Institute for the Blind operates training and 
employment services, including canteens and a sheltered workshop. Other > 
voluntary groups concerned include the Canadian Red Cross, the Victorian Order 
of Nurses, the St. John’s and District Branch of the Canadian Diabetic Associa- 
tion, and service clubs. 


Mental Health 


This is centred around the Hospital for Mental and Nervous Diseases outside 
St. John’s, with approximately 950 beds. It provides out-patient clinics and a day 
care programme. The St. John’s General Hospital also has an out-patient service. © 
All services are provided free to Newfoundland residents. 


1 Ibid. 
2See p. 92. 
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Home Care 


Under the Cottage Hospital Medical Care Plan, certain domiciliary medical 

and nursing services are provided. The district nurses provided some home 

service in more remote areas. In St. John’s a combined public health nursing and 

domiciliary visiting programme is carried out by the nurses. In Corner Brook the 

Victorian Order of Nurses are paid by the Province for home nursing to 

indigents, diabetics and tuberculosis cases. The Welfare Department may pay 
voluntary agency nurses to visit people also. 


Welfare Programmes 


The Department of Public Welfare administers directly all welfare pro- 
grammes in Newfoundland including the Mothers’ Allowances, the categorical 
allowances shared with the Dominion, and general public assistance. It also 

directly administers Child Welfare, unmarried mothers’ programmes, and adop- 
tion programmes. The cost of care in voluntary or public institutions is borne 
by the Province. 


A home for the aged and infirm is operated in St. John’s. The Government 
pays in whole or in part for care in other homes for the aged and in boarding 
homes. It also provides capital grants to homes and housing projects. 


Voluntary Agencies 


As indicated previously, the programmes of all agencies, particularly the 
Newfoundland Tuberculosis Association, the Canadian Cancer Society, and the 
Canadian Red Cross have been closely integrated in many fields of public health. 
The International Grenfell Association receives support from the department and 
carries on a hospital medical and health service in northern Newfoundland and 
Labrador. Started with financial aid from the Grenfell Organization, the Notre- 
Dame Bay Memorial Association operates a hospital and medical service in one 
area of the northeast coast. 


Provincial Comments 


The importance of close association between public health and other health 
care services was stressed. It was pointed out that the medical officer of health 
must be adequately paid and that his position in any re-orientation of services 
should be clearly defined. Emphasis was also given to the continuing great 
importance of a tuberculosis control programme in Newfoundland. 


PRINCE EDWARD ISLAND 
Public Health 


Organization 


All public health services in the Province are provided by the provincial 
Department. Chariottetown and Summerside, the two largest centres of popula- 
tion, each employ a part-time health officer. Reports on services provided by the 
Department’s staff, such as inspection of pasteurization plants, water supply, and 
restaurants, are submitted to these health officers, frequently with the Depart- 
ment’s recommendation on appropriate action. The City of Charlottetown 
refunds one-half of the salary of a department public health nurse serving the 
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city schools and provides space for a dental clinic. Otherwise, there is no 
municipal support to any public health service. The Department operates 
essentially as a single health unit at the provincial level. 


Sanitation 


This Division is under the direction of a qualified public health engineer 
responsible to the Assistant Deputy Minister. There are six sanitary inspectors. 
This staff provides a wide variety of services, including inspection of tourist 
accommodations, eating establishments, pasteurization plants, public and private 
water supplies, sewage disposal systems, bathing beaches, trailer parks, and 
camping areas. The public health veterinarian attached to this Division is 
responsible for inspection of all slaughter houses and for supervision of the 
production and handling of raw milk going to the pasteurization plants. | 


Communicable Disease Control 


The Assistant Deputy Minister is responsible for the investigation of cases of 
communicable disease and in the operation of the provincial immunization 
programme. Specimens from cases of epidemic or communicable disease are sent 
to the laboratory in Halifax, Nova Scotia. 

A province-wide programme of immunization is carried out every four years 
with emphasis on pre-school and school children. Immunization clinics are held 
at Charlottetown, Summerside, and in other centres on a regular schedule 
throughout the year. 


Tuberculosis Control 


The Division is responsible for the operation of the Provincial Sanatorium, 
the Mobile Survey Unit and the diagnostic clinics. The work is centred in the 
Sanatorium which has about 90 beds for the treatment of tuberculous patients. 
The Prince Edward Island Tuberculosis League prepares public information and 
assists in local organization before setting up community surveys. The out- 
patient section conducts clinics for the examination of contacts of known cases 
and for follow-up of discharged cases. 


An intensive programme of tuberculin testing by the Heaf method, followed 
by X-raying of positive reactors has been carried out. B.C.G. vaccination is 
reserved for limited groups which have an occupational or environmental hazard 
of exposure, including student nurses and case contacts with negative tuberculin 
tests. 


Chest clinics are held at the Provincial Sanatorium and periodically at the 
Health Centre, Summerside, and in general hospitals at three other centres. They 
also examine discharged patients, contacts, and patients referred by physicians. 
Since 1959 treatment and care have been provided without direct charge. 


Venereal Disease Control 


Emphasis is placed on the provision of adequate diagnostic and treatment 
facilities, case finding, and public education. The Division maintains a central 
clinic in Charlottetown where free medical and laboratory services are available 
for the diagnosis and treatment of all reported cases and contacts. Penicillin is 
supplied free to physicians and fees are paid to physicians for the diagnosis and 
treatment of indigent cases. Mass testing through a compulsory pre-marital 
examination, and on all hospital admissions and other selected groups, is part of 
the programme. 
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| Maternal and Child Health 


| There is no separate division but a child and maternal health service is 
conducted by the public health nurses of the Division of Public Health Nursing 
under the direction of qualified medical practitioners. An active programme is 
carried out throughout the Province, including prenatal classes in Charlottetown 
-and Summerside, prenatal home visits, visits and instruction of new mothers in 
‘hospital, follow-up or post-natal home visits, home visits concerning pre-school 
children, and child health conferences on a weekly or monthly basis. All hos- 
_pitals are visited weekly by the nurses. Classes in obstetrical nursing are con- 
- ducted for hospital and public health nurses. 


| School Health Service 


| A comprehensive immunization programme for the protection of school 
children against diphtheria, tetanus, smallpox and poliomyelitis is carried out as 
a continuation of infant and pre-school inoculation. Public health nursing 
| services are provided to all primary and secondary schools in the Province, with 
emphasis on children referred by teachers for special problems. The Province’s 
‘nutritionist co-operates with the public health nurses in promoting good food 
habits. Steps are taken to further safeguard the physical health of pupils through 
supervision of water supplies and sewage disposal by the Division of Sanitary 
Engineering. Problems of mental health in school children are referred to 
liaison teachers who have had special training and who serve on the staff of 
_the Mental Health Clinics. 


School Dental Service 


| The Division carries out dental education programmes and a programme of 
free treatment for children in Grades I and II in many rural areas. Clinics for 
the topical application of fluoride are conducted by dental hygienists in as many 
‘districts as the staff can cover. The Director has been instrumental in setting up a 
‘preventive orthodontic clinic at Charlottetown. Dental welfare services for 
children in needy circumstances in urban areas come under the supervision of 
the Division. 


| Cancer Control 


The Province provides the services of a medical specialist in cancer control 

who acts as consultant to members of the medical profession, provides X-ray and 

radium therapy to cancer patients, and maintains statistics on all cases of cancer 
reported to his Division. 


| Diabetes and Rheumatic Fever Services 


Drugs and testing materials for the control of diabetes are provided by the 
Province at no cost to the patient. Similarly, drugs for the prevention of recur- 
ring attacks of rheumatic fever are supplied on prescription of the attending 
physician. 


Laboratory Services 


| The Division of Laboratories provides public health laboratory services to 
all other Divisions of the Department, medico-legal services to the Attorney- 
General’s Department, and animal laboratory services to the Department of 
Agriculture, as well as clinical services to all private physicians anda wide range 
of more specialized tests to the general hospitals. Supervision of the equipment 
and quality of laboratory work in all hospitals is also a function of the Division. 
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Hospitals and the Hospital Insurance Programme 


According to the Canadian Hospital Directory, 1962, Prince Edward Island 
had eight public general hospitals operated by lay or religious organizations 
providing 667 beds set up. Of these, 23 beds were used for chronic illnesses and 
644 for general use. In addition, the three public special hospitals operated by the 
Province provided 474 beds of which 30 were for chronic illness, 354 for mental 
illness, and 90 for tuberculosis. 


There is a Hospital Commission of which the Deputy Minister of Health is! 
the Executive Director. The tax-supported Hospital Insurance Plan provides 
in-patient services and a full range of out-patient services, including the use of 
radioactive isotopes with interpretations, specified laboratory and radiological 
diagnostic procedures with interpretation, the use of radiotherapy facilities 
where available, the use of approved physiotherapy facilities, provision of drugs, 
biologicals, and pharmaceutical supplies for emergency diagnosis and treatment, 
as well as the services of employees of the hospital. 


Mental Health 


The Province is served by two hospitals for the care of the mentally ill. One 
is designed essentially to provide for active treatment cases and diagnostic 
services. Care is provided free of charge. A Mental Health Clinic operates in 
Charlottetown to provide consultant and diagnostic services to family physicians 
and to health and welfare agencies without charge to the patient. Psycho-: 
therapeutic procedures are also offered. The clinic serves the population of the 
western section of the Province from a sub-centre on two days a week. 


Active liaison with the Department of Education is maintained through a 
guidance consultant officer. A service of remedial classes is offered for children 
with speech or reading problems. 


Rehabilitation 


Residents insured under the Hospital Insurance Programme are covered for: 
patient care and specified out-patient services including physiotherapy. Chronic 
and convalescent care is also available. In severe cases, patients may be sent to 
centres outside the Province for assessment, treatment and rehabilitation. The 
only facility is the 30-bed Rehabilitation Centre located in a wing of the 
Sanatorium. It provides medical assessment and treatment, including surgery, 
physiotherapy and occupational therapy and operates a brace and boot shop and 
a special education class. The Co-ordinator of Rehabilitation for the Province is| 
the Deputy Minister of Welfare and Labour. Assessments of applicants and 
patients are conducted by a four-member medical team constituting the Medical 
Advisory Board. The Co-ordinator is responsible for vocational assessment, 
counselling disabled persons, and arranges for medical services, vocational 
training, and placement in co-operation with other agencies. One rehabilitation 
counsellor is employed. Sources of referrals include the Workmen’s Compensa-| 
tion Board and voluntary agencies, as well as doctors and self-referrals. In needy 
cases, arrangements are made with the Rehabilitation Council which receives a 
portion of the Easter Seal and March of Dimes proceeds to pay for medical 
assessment or treatment. A provincial vocational school is in operation and 
special job placement is arranged through the National Employment Service, 
officers at Charlottetown and Summerside. In addition to the centre, the 
Department has a field staff of public health nurses who detect disabling 
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conditions among children through regular home visits and school health 
examinations. They counsel parents and assist in referring children for assess- 
ment and treatment. 


The Charlottetown Rotary Club co-ordinates the Easter Seal Campaign and 
supports the Rehabilitation Council which provides financial assistance towards 
the cost of transportation and medical services for needy children who require 
treatment outside the Province. The Junior Red Cross also assists threugh its 
Crippled Children’s Fund. In 1960, a speech therapist was employed by the 
Mental Health Division to treat speech defects. Special educational facilities are 
sponsored by the Education Department. There are four branches of the Prince 
Edward Island Association for Retarded Children. The Cerebral Palsy Associa- 
tion also operates a special class. The Health Department has recently opened a 
small hospital training school for retarded children in Charlottetown. 


There are few specialized health programmes organized for persons with 
specific diseases apart from those for mental health and tuberculosis. The 
Canadian National Institute for the Blind, Maritime Division, has opened a centre 
for the blind at Charlottetown and provides home teaching, employment, 
recreation, and pre-school services to registered blind people. The Maritime 
Division of the Canadian Paraplegic Association employs a rehabilitation officer 
who extends his services to Prince Edward Island patients. The Charlottetown 
branch of the Canadian Diabetic Association, concerned with case finding and 
educational work, has requested the provincial government to distribute free 
insulin to those unable to afford it. The branches of the Retarded Children’s 
Association and the Cerebral Palsy Association are developing broader pro- 
grammes of special education. The Prince Edward Island Chapter of the Multiple 
Sclerosis Society provides some patient services but devotes most of its efforts to 
research. The Prince Edward Island Chapter of the Canadian Foundation for 
Poliomyelitis and Rehabilitation gives financial support to the Rehabilitation 
Council and has assisted in establishing an Occupational Therapy Department of 
the Rehabilitation Centre. 


Almost all general hospitals in the Province now have rehabilitation services 
either on a part-time or full-time basis. 


Home Care 
There are no organized home care plans in the Province. 


Care of the Aged 


This is a function of the Department of Welfare which provides institutional 
care, including professional medical services, to some 250 persons in two homes. 
In addition, a very considerable number of such people are boarded out in 
various private homes throughout the Province under the auspices of the Welfare 
Department. 


Welfare Programmes 


Aside from the federal-provincial categorical allowances, the Department of 
Welfare and Labour provides Mothers’ Allowances. The Department provides 
direct social assistance in rural areas and assumes 75 per cent of the cost of 
assistance granted by the City of Charlottetown and the incorporated towns and 
villages who are responsible for general assistance to indigents. The Department 
also operates a province-wide programme of financial aid to families where the 
breadwinner is suffering from tuberculosis and unable to support his family. 
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Under the Unemployment Assistance Act, the Dominion Government shar 
in the cost of aid to needy unemployed persons up to 50 per cent of costs. The 
Province has régulatory powers over municipal administration of general 


assistance. ; 


In Prince Edward Island, child care and protection services, including 
unmarried parents’ and adoption services, are administered by the Province. The 
cost of maintenance and care of children by a voluntary or public agency is 
borne entirely by the Province. 


Provincial Comments 


The Province’s size has resulted in a unitary pattern of service. Close ties. 
between public health services and other health care services are felt to be 
essential. 


NOVA SCOTIA 
Public Health 


Organization 


The Province, with a population of 737,000, is divided into eight provincial 
health units, and a municipal unit in the City of Halifax, which conduct the local 
public health services. However, throughout the Province the municipal authori- 
ties are left with certain responsibilities under the Public Health Act. It provides 
that every municipality must have a Board of Health and that the municipal 
Health Officer shall be the Health Unit Director in the area concerned, except for 
cities which have a full-time Medical Health Officer. The City of Halifax has a 
full-time municipal Health Department. 


The new Public Health Act of 1962 abolished district boards of health and 
replaced them by municipal boards of health. The Health Unit Director is the 
Medical Health Officer and Executive Officer of each municipal board. Municipal 
boards of health can appoint an additional part- or full-time medical health 
officer if they so desire. The intent is that a majority, but not all, municipal 
board members shall be members of the municipal council which appoints them. 
Several councils have appointed council members only to their respective boards 
of health. 


The provincial health units serve a population which varies between 50,000 
and 75,000 each. The entire cost of operating and staffing the provincial health 
units are responsibilities of the Province alone. In this field there is no municipal 
sharing. Each health unit is directed by a full-time qualified Medical Health 
Officer who directs the public health nurses, sanitary inspectors, a nutritionist, a 
dental hygienist, and a rehabilitation officer in carrying out their respective 
programmes. An experimental programme is in operation using certified nursing 
assistants. 


Over-all direction comes from the specialized divisions of the Department. 
The Central Office provides consultation in maternal and child health, communi- 
cable disease control, public health engineering, radiation hazards control, 
mental health, dental health, nutrition, rehabilitation, health education, and 
other health fields. 


| 
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Sanitation 

| The local programme under the health units employs 23 sanitary inspectors 
on health unit staffs. The services include supervision of milk supplies, public 
and private water supplies, school sanitation, garbage and refuse collection and 
disposal, food handling, restaurants, housing, and rural-urban sanitation. When 
necessary, towns are encouraged to seek advice from the provincial Environ- 
mental Hygiene Division through the health unit director. 


Communicable Disease Control 


Communicable disease control consists of local reporting of these diseases 
‘requiring notification by regulation, implementing isolation and quarantine 
'measures, investigation of outbreaks, and a programme of immunization particu- 
larly of pre-school and school children. The activities are carried out by the 
health unit directors, public health nurses, and sanitary inspectors. 


Tuberculosis Control 


There are two provincial sanatoria, the Nova Scotia Sanatorium at Kentville 
and the Point Edward Hospital at Sydney. These are operated by the Province. It 
also co-ordinates the preventive service provided jointly by the Department of 
Health and the Nova Scotia Tuberculosis Association. Case-finding and preven- 

tive services are operated on a regional basis. This is a major activity of the field 
staff, particularly of directors of the health units and the public health nurses. 
Each unit is responsible for case finding and diagnosis, together with investiga- 
tion and follow-up of contacts. Heaf tuberculin surveys have recently replaced 
mobile mass X-ray services. Those with positive tests are X-rayed at local 
hospitals under the out-patient diagnostic services plan of the Nova Scotia 
Hospital Services Commission or by the portable X-ray equipment of the health 
units. The Nova Scotia Tuberculosis Association also supports a case-finding 
programme by providing nursing personnel to carry out the tuberculin testing 
in certain areas. All patients entering hospitals are given an admission chest 
X-ray. B.C.G. vaccine is reserved for persons with occupational hazard, or 
contacts. As a result of progress in detection and treatment, sanatorium beds 
were reduced from a high of 1,246 in 1955 to 555 in 1961. 


| Sanatoria patients are given vocational assistance under the rehabilitation 

officers of the Tuberculosis Control Division. The Co-ordinator of Rehabilitation 
for the Province is responsible for patients outside sanatoria and works closely 
with the Tuberculosis Association. 


Venereal Disease Control 


Venereal disease work with emphasis on case finding is carried out by the 
health units. Outside the Halifax area, physicians are reimbursed for the 
examination and treatment of reported cases and suspects on a fee-for-service 
basis. A special clinic in Halifax at the Victoria General Hospital gives free 
diagnostic and treatment services. 


_ Maternal and Child Health 


The Division of Maternal and Child Health defines the problems, assesses 
curative and preventive services, and provides educational and consultative 
services to the district health units and local authorities. The aim is to 
supplement the work of the family doctors. 
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The public health nurses provide prenatal classes and teaching by home 
visiting. The Victorian Order of Nurses in certain cities facilitates the early 
visiting of infants. Follow-up is through post-natal home visits. The programme | 
is supported by consultation services of an obstetrician and paediatrician whose | 
services are available in any part of the Province. The objective is to ensure that 
all children receive the best possible medical care and supervision, particularly 
the newborn. Pre-school services are provided to supplement the work of the 
family physician through child health conferences and immunization clinics and. 
are often held jointly with the Victorian Order of Nurses. 


School Health Service 


Public health nurses visit the schools throughout the Province and an effort . 
is made to discover any defects in the children. The provincial Division of Child 
and Maternal Health and of Communicable Diseases is interested in the study of , 
all problems related to physical and mental health of all age groups. Hearing | 
Test Units visit schools throughout the Province periodically to conduct audi- 
omatic tests. 


All children entering school are given a complete inspection by the public 
health nurse. Vision testing in certain school grades is provided. The immuniza- 
tion status of the child is also reviewed at certain grade levels. Tuberculin test 
programmes are carried out in elementary and secondary schools. In the high 
schools, the public health nurses conduct student interviews on health problems. 


Public health nutritionists carry out an education programme in the schools 
on special problems and on over-all nutrition. The nutritionist also offers a 
consultation service on school lunch programmes to institutions and to other 
interested groups. 


School Dental Service 


The Dental Health Division carries out educational, preventive, and case- 
finding activities. Dental hygienists give instruction in caring for the teeth and 
give applications of stannous fluoride to children in areas which do not have a 
public water supply. A dental treatment service is given whenever mobile units 
can be staffed. Over 20 per cent of the population are using fluoridated water. 


Three mobile dental units are organized to conduct an educational pro- 
gramme and provide free treatment for children in remote rural districts. They 
also serve the provincial sanatoria during the winter months and _ school 
vacations. 


Laboratory Services 


The Department of Public Health operates a Provincial Laboratory in 
Halifax for work in bacteriology, virology, pathology, and biochemistry, etc. 


Hospitals and the Hospital Insurance Programme 


The Canadian Hospital Directory, 1962, lists 60 public hospitals both general 
and special with a total number of beds set up as 7,285. The distribution is as 
follows: 


Institutions Beds Chronic Convalescent General Mental Orthopaedic Tuberculosis 


60 7,285 20 53 3,633 3,085 8 485 


These hospitals are operated under lay, religious, municipal, and provincial 
auspices. In addition there are two privately operated hospitals with a total bed 
capacity of 16, operated by a lay group, for general use. 
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The Dominion Government Departments of Veterans Affairs, Immigration, 
National Health and Welfare, and National Defence operate five hospitals with a 
total bed capacity of 636 beds of which 163 are for chronically ill, 451 for general 
use and 22 for the mentally ill. 


The Hospital Insurance Programme in Nova Scotia is administered by a 
separate Hospital Insurance Commission reporting direct to the Minister of 
Public Health. In addition to required in-patient services and emergency 
out-patient care within forty-eight hours of an injury, an extensive range of 
out-patient services is provided. These include minor medical and surgical 
procedures, blood, radio-therapy for malignancy, physiotherapy where availa- 
ble, services other than medical of the Nova Scotia Tumor Clinic, specified 
laboratory examinations and all diagnostic radiological examinations, electroen- 
cephalograms, and necessary interpretation. Financing is by a special sales tax. 
Indigents are, therefore, covered as is anyone else. 

| The Commission tries to encourage the hospital to make use of the local 
provincial medical health officers. Much of this depends on the man and on the 
attitude of the hospital board. However, in general there is good relationship. At 
the provincial level, there is close integration. For example, the Deputy Minister 
‘of Public Health is a consultant on public health to the Commission. The 
Administrator of Health Units is a member of the Commission Committees on 
Operating Room Safety and Hospital Construction. The Nursing Consultant on 
Child-Maternal Health in the Department of Public Health is a member of the 
‘Committee on Nursing Services and sits in on the Committee on Hospital 
Construction. The Director of the Division of Consultative Services of the 
‘Department of Public Health is a member of the Commission Committee on 
Statistics and Research. The Director of the Division of Child-Maternal Health 
and Communicable Disease Control is Vice-Chairman of the Committee on 
Hospital Infections and a member of the Hospital Construction Committee and 
the Personnel Education Committee. The provincial Bacteriologist is a member 
of the Hospital Infection Committee. 


In each hospital there is a Hospital Standards Committee basically made up 
of the Chairman of the Board, the Administrator, and a member of the medical 
staff appointed by the hospital. There is also a Medical Staff Sub-Committee of 

the Standards Committee. 


There is a regional hospital pattern divided into nine regions, with a 
regional hospital and satellite local hospitals in each region. Cases requiring 
“more complex diagnostic and treatment services are referred to the regional 
hospital which has approximately 200 beds, a well-equipped laboratory and a 
pathologist. The regional laboratory provides histology, biochemistry, bac- 
teriology, and haematology. 


The regional hospital has a well-equipped X-ray department. A regional 
hospital usually has some psychiatric beds and out-patient psychiatric services 
are being developed in connection with the out-patient departments. The 
regional hospital also has some 20 reactivation medical rehabilitation beds with 
a physiotherapist and an occupational therapist. There is also an intensive care 
unit within the hospital and quite an extensive out-patient and emergency 
department. 


If a patient requires more complex diagnostic and treatment services, then 
he is transferred to a referral hospital. The referral hospitals are the Victoria 
General Hospital, the Children’s Hospital, the Halifax Infirmary, and the Grace 
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Maternity Hospital in Halifax. These hospitals are equipped and staffed 5 
provide specialized services. For example, the Victoria General Hospital has a 
tumor clinic with a Cobalt bomb unit. It also provides neurosurgery and 
cardiovascular surgery. | 


Mental Health , 
) 


There are three divisions in the programme. 

The Nova Scotia Hospital is principally an active treatment centre. There are 
about 530 resident patients. The admission rate is about 1,500 per year. Care is 
free for patients requiring active treatment. | 


The Community Mental Health Programme has plans for 10 mental health 
clinics throughout the Province. In 1961, seven were in operation with one or 
more psychiatrists and other personnel. A local board of management is in 
charge although about 90 per cent of the funds come from the provincial Public’ 
Health Department. 


Chronic mental patients are received in eight Municipal Mental Hospitals. 
The Province pays 50 per cent of the net cost of treatment providing the hospital 
meets approved standards. In 1961, four hospitals were approved and 70 per cent 
of patients were in these four hospitals. The smallest municipal hospital has 
about 60 patients and the largest 500. 


Rehabilitation 


Medical rehabilitation under the Hospital Insurance Plan is available in the 
Nova Scotia Rehabilitation Centre, the Physical Medicine Department of the 
Victoria General Hospital, and in general hospitals with physiotherapy depart- 
ments. The provincial Vocational Rehabilitation Programme organized in the 
Department of Public Health, under the provincial Co-ordinator, is co-ordinated 
with various organizations which provide restorative, vocational or social 
services for the disabled. The Rehabilitation Division does not pay for individual 
treatment services but, in selective cases, may provide maintenance for patients 
with a favourable prognosis receiving out-patient treatment. The Department of 
Education works closely with the Division as well as with the National 
Employment Service. 


Services in Nova Scotia are provided by over 30 public and voluntary 
agencies. Through their combined efforts the Nova Scotia Rehabilitation Council 
was formed. This Council serves as an advisory body and as a co-ordinating 
entity. It also operates the Nova Scotia Rehabilitation Centre of 20 beds for 
in-patients as well as an extensive out-patient service, and an Appliance and 
Brace Centre. 


Among the voluntary agencies, the Nova Scotia Society for Crippled 
Children and the Canadian Foundation for Poliomyelitis are very active in the 
field of rehabilitation. The Nova Scotia Hospital Insurance Plan covers medical 
restoration on an in-patient and out-patient basis at the Department of Physical 
Medicine in the Victoria General Hospital, Halifax. Social services are also 
offered. The Nova Scotia Rehabilitation Centre in Halifax provides a comprehen- 
sive rehabilitation service to disabled children and adults. Its major service is to 
out-patients. It has a 20-bed in-patient unit and a staff of physicians, physio- 
therapists, occupational therapists, psychologists, social workers and vocational 
councillors. 


° ° ° . e . . . e 
The Children’s Hospital in Halifax provides specialized care to children with 
orthopaedic defects and other chronic conditions. Out-patient clinics for various 
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diagnostic groups are conducted through these facilities as well as by the Halifax 
Infirmary. The Nova Scotia Society for Crippled Children operates a mobile 
diagnostic clinic and consultative service to outlying areas. The Nova Scotia 
Brace and Appliances Centre, Halifax, operated as a Division of the Nova Scotia 
Rehabilitation Council provides a brace, splint and orthopaedic boot service. For 
indigents, the cost of appliances are met by sponsoring agencies or the 
Department of Public Health under the Medical Rehabilitation and Crippled 
Children’s Grant. The Public Health Department has also arranged with the 
federal Department of Veterans Affairs to refer patients to the prosthetic centre 
at the Camp Hill Hospital which supplies services at cost. 


The Rehabilitation Co-ordinator has developed a case-finding and referral 
system whereby disabled persons may receive assessment counselling, restora- 
tive vocational training and job placement services. Three rehabilitation coun- 
cillors in the tuberculosis programme also carry out field services under his 
jurisdiction. A medical assessment team of an internist and physiatrist screen all 
applicants and obtain reports from medical specialist consultants in selected 
cases. Close relations are maintained with the National Employment Service and 
the Department of Education. 


The Nova Scotia Society for Crippled Children co-ordinates the work of 
local service clubs and other agencies in providing assessment, treatment, 
orthopaedic appliances, and personal aids and ancillary services for physically 
and mentally handicapped children and maintains the Crippled Children’s 
Central Register. It has a field worker, a public health nurse who organizes 
diagnostic clinics in smaller towns and arranges for further assessment and 
treatment in Halifax hospitals and clinics. Twenty-six clinics were planned for 
1961. 


Speech therapy clinics are also conducted throughout the Province by two 
speech therapists. Other services provided by the Society include counselling, 
transportation and a camp. 


Special auxiliary classes for the mentally retarded as well as physically 
handicapped children are operated by a number of school boards. The Province 
operates the Nova Scotia Training School for severely mentally retarded 
children. 


Deaf children go to the interprovincial School for the Deaf in Amherst. Blind 
children attend the Halifax School for the Blind. 


For arthritis and rheumatism, the Canadian Arthritis and Rheumatism 
Society, Nova Scotia Division, sponsors treatment in four centres and mobile 
physiotherapy units in three others. An arthritis clinic is held in Halifax. 


The Canadian National Institute for the Blind has field secretaries in several 
areas providing local services. A glaucoma clinic is provided at the Victoria 
General Hospital. 


In mental retardation, assessment is carried out by five community mental 
health clinics and by a psychologist employed by the Department of Public 
Welfare. The Nova Scotia Association for Retarded Children through its eight 
branches provides certain education services. 


The Nova Scotia Rehabilitation Centre provides long-term care of paraple- 
gics and hemiplegics. The Canadian Paraplegic Association, Nova Scotia Division, 
employs a rehabilitation officer. 
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| 

The Canadian Foundation for Poliomyelitis, Nova Scotia Chapter, provides a | 
variety of supplementary services to ex-polio and the adult disabled. It has a | 
sheltered work-shop jointly with the Junior League in Halifax. 

Other groups concerned with rehabilitation include the Tuberculosis Asso- | 
ciation, Canadian Mental Health Association, Celebral Palsy Association, Cystic | 
Fibrosis Foundation, Canadian Red Cross, and service clubs. / 


Home Care 


A home nursing care plan is operated in Nova Scotia in areas served by the | 


Victorian Order of Nurses. However, the public health nurses will give home 
care in emergencies. The public health nurses also instruct persons in the 
home so that they can cope with nursing problems. 


Welfare Programmes 


The Department of Public Welfare administers the categorical allowances 
and Mothers’ Allowances. Social assistance is administered by municipalities | 
which receive reimbursement from the Department for two-thirds of the costs of | 
assistance and one-half of the cost of administration. 


The aged are cared for in municipal or county homes, in homes operated by 
religious or private organizations and in private boarding homes. The Province 
reimburses the municipality for two-thirds of the expenditures for the mainte- 
nance of needy persons in municipal homes subject to compliance with specified — 
standards of care and accommodation. Homes for the aged receiving aid from the 
Provincial Government are subject to provincial inspection. 


Child Welfare services, including unmarried mothers and adoption, are 
administered by local children’s aid societies in heavily populated areas and by 
the Province in other areas. Maintenance costs for children in care of a voluntary 
or public agency are borne partly by the municipality of residence and partly 
by the Province. 


Nova Scotia has a programme covering Mothers’ Allowance recipients, their 
dependents and Blindness Allowance recipients for medical services on a means 
test basis. It provides major and minor surgical and obstetrical services and 
medical attendance in hospital. The indigent medical care programme is operated 
under an agreement between the Province and the medical society on presenta- 
tion of an identification card. The Province pays a monthly amount on behalf of 
all beneficiaries to a fund administered by Maritime Medical Care for the 
Medical Society of Nova Scotia. The accounts are pro-rated on the basis of 
available money for payment. All other public assistance recipients, including 
those on relief, receive necessary care at local discretion from the municipality of 
residence. Care of transients or medical indigents without residence is a 
provincial responsibility. 


Local Children’s Aid Societies may set up a medical trust fund and pay into 
it for each child ward. The individual society, in co-operation with the local 


medical society, administers the plan, covering health services exclusive of 
hospital care. 


Provincial Comments 


One of our referees writes: 


“T believe it is important to emphasize, that conditions in other parts of Canada 
are far from the Ontario situation...Similarly, in Ontario, as you know, titles do not 
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have the same significance. Looking at the chart of the Ontario Department of Health 
one would ordinarily believe that the Director of Public Health Nurses should have a 
staff of Public Health Nurses throughout the Province, whereas it would appear in 
actual fact that the Director of Public Health Nurses is only a Consultant to Municipal 
Health Units. I could go on to enumerate other differences but I am sure that I do not 
need to bring these to your attention. 


“We are, of course, most emphatically in agreement with your suggestion that 
public health should be dealt with through regional health units. However, such 
regional health units are almost useless unless there is a strong provincial component 
to ensure uniform policies, salaries, etc. The most important component in order to 
obtain this situation is, of course, financial. If the various parts of the Province were to 
be left alone to develop regional health units without provincial leadership and 
financial support, I doubt if there would be much improvement. Despite what we may 
Say regarding the weakness of uniformity, in general there is much to be said for 
a uniform health program on a provincial level, since disease does not seem to Worry 
about health units or municipal borders. 


“I am, of course, in agreement with your suggestion that cities and large towns 
should develop their own health units, and here again, there is need to tie this in with 
a province-wide program, and again, the only component that seems to work in this 
situation, is financial assistance tied in, of course, with policy statements to which all 
units must agree before assistance is given. 


“I realize that Ontario thinking is almost entirely based on the concept that local 
authorities must have a large hand in the local program. However, I am biased on this 
matter since we feel we have a satisfactory public health program with only minimal 
local representation, that is, the Municipal Boards of Health. We are going to attempt 
to make such Boards take more interest in the program. , .” 


Another writes: 


“Most of the difficulties you mention would, I consider, be applicable to nearly all 
Canadian provinces. 


“As a basic step, I consider that the most effective public health programme is one 
idministered under provincial acts by provincial civil servants who receive their full 
say from the Provincial Treasury. In this area, we have had very indifferent results 
nsofar as local Boards of Health were concerned. A few towns passed some 
‘egulations, however, the overall picture in this respect has not been too good. Local 
3oards of Health proved very reluctant to enforce regulations. An amended and 
consolidated Public Health Act (received assent on April 13th, 1962) was a very 
mportant contribution to public health in Nova Scotia. Many of our sanitary problems 
Vere satisfactorily covered in this Act. In addition, District Boards of Health were 
ibolished to be replaced by Municipal Boards of Health. The Health Unit Director is 
he Medical Health Officer and Executive Officer of each Municipal Board. Municipal 
3oards of Health can appoint an additional part or full time Medical Health Officer if 
hey so desire. In my present capacity I can now deal directly with sanitary nuisances 
ather than be subject to the frustration of attempting to work through District Boards 
f Health in a consultative capacity. The intent of the legislation is that a majority (but 
lot all) of the Municipal Board members shall be members of the council that 
ippointed them. Several of our councils have decided this year only to appoint council 
nembers to their respective Boards of Health. It has been my definite impression on 
alking to various municipal clerks that they do not wish non-elected representatives 
m their boards. I point out the above to show that we have a long way to go in my 
rea before we can establish interested health minded Municipal Boards of Health. It 
vould appear that they are now so financially involved in spiralling education costs 
hat they have little interest or money for any particular health programme. 
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“In many respects our programme has done well. We have a Dental Hygienist who 
has been very well received. A Mental Health Centre was established last year to serve 
this zone. Our tuberculosis control programme has been very successful. Venereai 
disease has been kept at a low level, and I must say that confidential reporting of cases 
and contacts by physicians has been carried out reasonably well. I consider this is due 
in part to a good working relationship between myself and the local members of the 
medical profession. The past few years has seen modification of our school health 
programme. We have been using a Certified Nursing Assistant for school vision and 
audiometric testing, etc. I expect we shall soon see the day when the Public Health 
Nurse’s time in the school will be chiefly devoted to counselling. I might add that the 
certified nursing assistant renders valuable assistance at immunization and tuberculo- 
sis clinics and she also carries out some home visiting under the supervision of the 
Public Health Nurse. Such visits as ‘prenatal’ are, of course, only made by the last 
mentioned. 


“I feel that we are carrying out a reasonably good child and maternal health 
programme, however, like many areas the newborn homes are not being visited early 
enough. We have yet to develop an in-hospital programme to overcome this deficiency. 
There are two new nurses’ Offices in hospitals either being planned or under 
construction. This will give us an ‘in’ which we must utilize to the fullest extent. Our 
nurses still feel that they are not receiving an adequate number of referrals from 
doctors with particular reference to prenatal classes as well as special home problems. 
To sum up, an effective programme in maternal and child health must depend upon 
the establishment of a good working relationship with doctors and hospitals. My) 
Nursing Supervisor and I would envisage a public health nurse visiting each hospital 
routinely with the full support of the hospital staff to obtain first hand information 
with regard to those cases with special home problems as well as those who need early 
visits. I further consider that the public health nurse will enjoy a much more effective 
relationship with physicians once we embark on a generalized nursing service (to 
include a modified bedside nursing programme). Before any final consideration is given 
to the latter development, it is considered that the certified nursing assistant must be 
fully integrated into the work of our Health Units. 


“The Nova Scotia Hospital Commission has zoned this province into nine hospital 
districts. This Health Unit has three hospitals with one full-time radiologist employed. 
It is anticipated that a full time pathologist will also be employed as soon as new 
construction is completed. One of our greatest needs at the present time is the services 
of an eye, ear, nose and throat specialist. 


“The Co-Ordinator of Rehabilitation is an employee of the Department of Public 
Health so no difficulties arise as regards that aspect of health services. We also enjoy 
good liaison with the Children’s Aid Societies. | 


“The suggestion of a regional health service organization to draw together the. 
hospitals, Public Health Department, rehabilitation services and home care services is 
a very provocative one. Ideally, it is no doubt the answer. | 


“IT would make the following summation: 


1. It is my opinion that the most effective public health programme is one 
administered under provincial legislation by provincial civil servants who 
receive full compensation from the Provincial Treasury. | 


2. Efforts must be continued to create more interest in health programming at ‘leg 
levels. 


3. Closer liaison must, in the first instance, be established between health depart-. 
ments and hospitals. The various Provincial Hospital Commissions would be of 
great assistance as regards the development of same. 


4. The services of the Certified Nursing Assistant must be fully integrated in public 
health programmes as soon as possible. The shortage of Public Health Nurses 
persists. | 


i} 
| 
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5. The Health Unit should provide a generalized nursing service. This would, I feel 
also ensure a more effective working relationship with the medical profession. 


6. We should plan for some type of regional health services organization.” 


A third correspondent replied, 


“Medical Staff in Hospitals 


“Undoubtedly there should be co-ordination and co-operation between hospital 
authorities and departments of health at all levels. This is quite essential. 


“In this Province we have developed what we believe to be the maximum 
co-operation having in mind that hospital matters are administered by Commission 
which is completely separate from the Department of Public Health. 


“T would emphasize that it is quite possible and indeed very practical to have 
close liaison and co-operation between the Department of Public Health and the 
so-called independent Commission. i 


“I cannot say that lack of qualified specialists outside larger centres is posing a 
problem. As a matter of fact we do have a fair number of specialists particularly 
surgeons in our smaller urban centres. Lately too there have been a number of 
internists go out. Pediatricians are still somewhat scarce. 


“T have not checked up lately but a few years ago Nova Scotia led Canada in the 
percentage of hospitals accredited. This was done although we had a large number of 
small hospitals. I don’t think that it is at all impossible, indeed very difficult for a 
hospital to become accredited even though it is rather small. 


“In this Province we have a regional hospital pattern and we find that because of 
this and other factors, specialists are being attracted to the regional hospitals. 


“For the specialist, there is real merit in the idea of a retainer plus fee for service. 
We have this setup for radiologists and pathologists. Certainly we can and should only 
expect to have specialists in regional hospitals. What we need primarily are well 
trained job practitioners in our local hospitals, that is hospitals that are satellites to the 
regional hospital. Of course, we also need well qualified job practitioners in our 
regional centres. 


“Nursing Staff in Hospitals 


“It is our experience that there is still a need for more nurses with specific formal 
training for supervisory and training school positions. Certainly, training schools 
should only be in association with the regional hospitals. It is our opinion that the 
training of Certified Nursing Assistants should be continued and be increased. 


“Undoubtedly, the greatest difficulty in obtaining nurses in the more rural areas is 
a lack of males and the lack of entertainment. We try to compensate by approving 
additional isolation pay in such areas but in point of fact it is not a money matter and 
I doubt whether we accomplished too much by the extra remuneration. 


“Other Staff in Hospitals 

“It is our policy to locate our psychiatric beds, reactivation units (medical 
rehabilitation) and regional laboratories in regional hospitals. Accordingly, we find 
that we are beginning slowly to attract physiotherapists, dietitians, pharmacist, etc. to 
these hospitals. 


“Technicians in Hospitals 


“At this time we have a surplus of X-ray Technicians. 

“There is some significant shortage of Laboratory Technicians. In this Province all 
training of hospital personnel is carried out by the Commission. This means that the 
Commission through the Personnel Education Committee administers the training of 
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laboratory technicians who will be employed by public hospitals. With the co-operation 
of the Departmerit of Public Health, we see to it that these trainees receive their six 
months didactic course in the central laboratories in Halifax. The other 12 months of 
their course is taken as bench work in selected regional hospitals where there is a 
pathologist. At this time we are training approximately 60 laboratory technicians for 
regional hospitals and for the central laboratories. 


“We also initiated some years ago a training program leading to the degree of 
Bachelor of Science in Laboratory Technology. St. Francis Xavier University in 
Antigonish is putting on this course with the co-operation of the regional hospital in 
Antigonish, and with assistance from National Health Grants. The Department of 
Public Health and the Hospital Insurance Commission are co-operating in the joint 
venture. It is extremely promising. 


“Bed Use in Hospitals 


“In our Province we find that we have a relative lack of active treatment beds 
particularly in some areas. There is a lack of long term active treatment beds. We 
cannot see this lack being overcome for the reason that the Federal Hospital 
Construction Grant is quite inadequate for our needs. Indeed, this inadequacy of the 
Federal Hospital Construction Grant is the biggest bottleneck in our overall plan for 
an integrated and co-ordinated system of hospitals in this Province. 


“Another real bottleneck is a lack of nursing home beds. Undoubtedly there is a 
great need for such beds. We feel that generally speaking they should be under the 
supervision of the Department of Public Health. 


“Homes for the Aged 


“I would say that these should be primarily under welfare but there should 
certainly be liaison with the Department of Public Health. 


“Ambulance 


“T think the time is definitely coming when we will have to pay more attention to 
ambulance services. I agree with your overall idea that it is only practical to provide a 
really broad spectrum of hospital services at the regional hospital level. This means 
that patients are going to be transferred from local hospitals to regional hospitals or 
even directly admitted to the regional hospital. 


“Home Nursing Care 


“TI think that this should not be hospital oriented. It should be in the Department 
of Public Health. Obviously there will have to be a liaison between the local health 
officer and the hospital. This should be effected through the medical social worker. 


“General Comments 


“Your ‘regional unit’ depends on the size and the population of the Province. In 
Nova Scotia I would visualize one ‘region’ which would be the Province. This should 
be quite adequate for population of approximately three quarters of a million. 


“I wou:d be against the Hospital Commission becoming part of a larger adminis- 
trative body. I am a very firm believer in the Commission form of administration for 
hospitals. The matter of Commission versus Department of Public Health administra- 
tion was gone over very thoroughly by the Hospital Services Planning Commission. 
The field was reviewed very thoroughly. Briefs from some 15 organizations and 
societies were included. Only one came out definitely recommending that the plan be 
administered by the Department of Public Health. 


“Certainly I would be against it, including welfare. In my opinion this would be ; 
an attempted over-simplification which would only result in bogged down centraliza- 
tion if not stagnation. | 
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“The concept of regional boards is very interesting. I know what you are after but 
the time that I have, I have not been able to satisfy myself that you will achieve it 
with such a large heterogeneous body. I think it would make a good if rather over 
abundant discussion group, but I can’t see much action coming out of it. You might 
add a small executive group to the organization. Even so what powers would this body 
have?” 


NEW BRUNSWICK 
Public Health 


Organization 


Under the Public Health Act the Province is divided into six health districts 
each having a district medical health officer employed by the Province. Each 
district is sub-divided into sub-health districts which are synonymous with 
county units. Each local sub-health district has a board of health responsible for 
specified services. The local sub-district board of health is constituted in the 
following manner. Four members are appointed by municipal town or city 
councils, one member appointed by the Lieutenant-Governor in Council. Addi- 
tional members are appointed from towns and cities in proportion to population. 
There is a permanent secretary of each sub-district board responsible for the 
clerical and administrative duties as well as acting as registrar of vital statistics. 
The largest district has four sub-districts with four boards of health. The district 
medical health officer serves as chairman of each of the four sub-districts’ 
boards. Most districts have two or more sub-districts. 


The duties of the boards of health include reporting communicable diseases, 
environmental sanitation, milk and water supplies, control of communicable 
diseases and collection of vital statistics. The boards appoint sanitary inspectors, 
sub-deputy registrars and auxiliary personnel. 


The Chief Medical Officer directs the work of the six district medical health 
officers. The public health nurses come under the supervision of the Director of 
Public Health Nursing. Notwithstanding the creation of health districts, the 
greatest responsibility is placed on the provincial authorities. The Province 
employs medical health officers and nurses while local boards employ other staff. 


Sanitation 

The provincial Health Department maintains a Sanitary Engineering Divi- 
sion which provide supervision and consultation for the sanitary inspectors in 
the districts in relation to sewage disposal, stream sanitation, milk pasteuriza- 
tion, water and food supplies. The local sanitary inspectors in the districts carry 
out the inspections at the local level of water supplies, food handling, and 
sewage disposal. 


Communicable Disease Control 


The sub-districts are responsible for the collection of reported communica- 
ble diseases and for instituting isolation and quarantine measures as required by 
legislation. The Department assists district medical officers of health and boards 
of health with epidemiological problems and supplies essential biological 
products without charge. 


The Communicable Diseases Control Division is responsible for the overall 
immunization programme. Basic immunization in the first year of life is offered 
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through the health officers and public health nurses. The programme is continued 
in the pre-school period and in the school age group. 


Venereal Disease Control 


There is a venereal disease clinic in Saint John providing free advice, 
examination and treatment. Elsewhere private physicians provide the service. 
Free penicillin and similar antibiotics for the treatment of all cases are provided 
by the Communicable Diseases Control Division. It also makes payments to 
physicians for the treatment of medically indigent cases. Contact investigation is 
made in all reported cases with the assistance of the medical health officer and 
public health nurses in the various districts. 


Tuberculosis Control 


The nurses assist at ten regular tuberculosis clinics. Patch testing is done on 
children, home visits are made to patients and contacts. There are 11 diagnostic 
clinics in appropriate locations conducted by district health officers, by the 
tuberculosis control division with personnel from sanatoria, and by regional 
tuberculosis consultants. 


In addition, the division has established admission chest X-ray units in 14 
hospitals. Mass X-ray surveys are carried out in co-operation with the New 
Brunswick Tuberculosis Central Registry and Film Development Centre in Saint 
John. As a step to improving case-finding in the northern section of the 
Province, a tuberculosis consultant was appointed for that area. 


Four sanatoria are in operation, one being provincially owned. All are under 
the supervision of the Director of Tuberculosis Control as far as treatment is 
concerned. Treatment is free to all residents. 


Medical health officers and public health nurses give a considerable part of 
their time to tuberculosis work. Mass X-ray surveys and tuberculin tests by 


district nurses are done in the latter case for school children. Positive reactors are 


then X-rayed. There is a mobile X-ray van operated jointly by the New Bruns- — 


wick Tuberculosis Association and the Department of Health. B.C.G. vaccine is 
provided on a selective basis. 


In each sanatorium there is staff available under the Director of Rehabilita- 
tion to arrange educational and vocational courses and job placement. This is 
sponsored by the New Brunswick Tuberculosis Association in co-operation with 
the Department of Health. 


Maternal and Child Health 


The Maternal and Child Health Division co-ordinates preventive services 
and administers a treatment programme, maintains a crippled children’s registry, 
and provides services for crippled children in co-operation with voluntary 
agencies. This division directs the Nutrition Health Services of the Province and 
provides consultant and advisory service in nutrition to hospitals, schools and all 
public health agencies in the Province where problems on nutrition are involved. 


Prenatal classes and home visiting are provided by the public health nurses. 
The Victorian Order of Nurses does home visiting of expectant mothers also. 
Follow-up visits are made to newborn infants and child conferences are held. 


The Department offers assistance in providing equipment and consulting on | 


newer procedures for newborn services in hospitals of local areas. There is also — 


a training and education programme for improved professional staffs in 
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obstetrical departments. A Junior Rehabilitation Programme for children up to 
age 19 is provided as part of the maternal and child service. 


School Health Service 


A study of physical fitness, dental and nutritional status of several hundred 
children in two rural regional schools was undertaken in 1958 as a co-operative 
project of the Maternal and Child Health Division, Division of Dental Health, the 
Physical Education Division of the Department of Education, and the District 
Medical Health Officers concerned. Public health nurses visit each school in their 
area at regular intervals to provide consultation services. 


School Dental Service 


The Dental Division’s main function is education and consultation directed to 
the schools. It has promoted the establishment of dental clinics in Saint John and 
Moncton and community dental clinics for needy children in six other centres. 
Dental hygienists work under the Dental Health Director. The community dental 
clinics provide treatment for needy children from the pre-school to the Grade III 
class level. The clinics are operated for the Department by arrangement with 
the local dentists on an arranged fee schedule. The Department also supports 
the local programmes of the Saint John County Board of Health and the City of 
Moncton. 


Laboratory Services 


A Central Provincial Laboratory is located at the Saint John General 
Hospital and there are regional laboratories at four other centres. They provide 
bacteriological, biochemical, serological, haematological services as well as tissue 
pathology, and rhesus factor investigations. Other laboratory services are 
provided at cost to hospitals and public health agencies. 


Under the New Brunswick Hospital Care Insurance Plan, the provincial 
laboratories provide free-of-charge laboratory services to all insured in- 
patients, together with certain specified tests to insured out-patients. 


Cancer Control 


The Cancer Control Division provides free diagnostic services to patients 
through their physician at any of six diagnostic clinics. It pays medical and 
surgical fees for hospital in-patients being treated for proved cases. There is 
free out-patient radiation therapy under certain circumstances. A direct and free 
service is provided to doctors for the examination of biopsy specimens. 


Hospitals and the Hospital Insurance Programme 


According to the records of the Department of Health, as of December 31, 
1963, there were 39 public general hospitals with a total of 3,608 beds. These 
hospitals are operated by lay, religious and municipal organizations. 

There are two provincial mental hospitals, one at Campbellton with a rated 
bed capacity of 759, and one at Lancaster with a rated bed capacity of 912. 
However, there are 1,950 beds set up for use in these two mental hospitals. 


There are four institutions operated for the treatment of tuberculosis. These 
institutions can provide a bed capacity of 569 beds. Two of these hospitals are 
operated by religious orders, one by a municipality, and one by the provincial 
Department of Health. 

In addition to the above, there are two federal hospitals, one operated by 
the Department of Veterans Affairs at Lancaster with 400 beds, and one by the 
Department of National Defence at Camp Gagetown with 50 beds. 
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The provincial Hospital Services Plan administered by the Hospital Services 
Division of the Health Department provides payment to hospitals for standard | 


ward care under the Dominion-Provincial Programme. | 


The Division also provides financial assistance and supervision of construc- | 
tion plans of hospitals and a general consultant service on hospital operations. | 


Patient benefits under the tax-supported Plan include out-patient basic 
diagnostic and treatment procedures, specified laboratory procedures and neces- 
sary interpretation on behalf of the physician, rehabilitation services in conjunc- 
tion with physiotherapy, medical rehabilitation, and emergency care. Care of 
indigents is provided through the municipality of residence and in the case of 
categorical allowance recipients by the Province. 


Mental Health 


There are two mental hospitals and five full-time mental health clinics. | 
Patients are seen by referral through practising physicians, public health nurses 
and voluntary agencies. There is a provincial division of the Canadian Mental 
Health Association which co-operates with the provincial Health Department in 
health education and research activities. 


Rehabilitation 


The Rehabilitation Division provides a comprehensive service to disabled 
adults as well as vocational counselling, training and employment service in 
co-operation with the vocational training agencies and the National Employment 
Service. The Director and Co-ordinator of Rehabilitation who heads the Division 
works closely with the New Brunswick Tuberculosis Association, the Canadian 
Foundation for Poliomyelitis and Rehabilitation, New Brunswick Chapter, and 
the New Brunswick Co-ordinating Council for the Handicapped. This latter 
represents public and voluntary agencies and co-ordinates their activities to 
provide such services as transportation, medical care outside the Province, and 
other ancillary services. 


The Hospital Insurance Plan covers in-patient care and specified out-patient 
services, including physiotherapy, now established in a number of hospitals. 
Certain out-patient laboratory and X-ray services excluded from the Plan are 
provided by the Rehabilitation Division. Two general hospitals have social 
service departments. Rehabilitation services are supplied to adults aged 19 or 
over who can be restored to employment or self-care. For those under this age, 
the Junior Rehabilitation Programme of the Maternal and Child Health Division 
provides care. This includes visual and hearing defects as well. 


A poliomyelitis clinic is operated by the Province in Fredericton for children 
with orthopaedic handicaps. It also includes medical assessment and treatment. 
Surgery is provided at the adjacent Victoria Public Hospital. The Forest Hill 
Rehabilitation Centre in Fredericton is a 21-bed centre operated by a voluntary 
group and includes physical restoration and occupational therapy. | 


In addition to out-patient clinics by the two centres, the larger hospitals 
conduct clinics for various diagnostic groups. Prosthetic services are purchased 
from a commercial firm, the Department of Veterans Affairs, the Poliomyelitis 
Ciinic, and the Forest Hill Centre. Five rehabilitation counsellors are stationed in 
five areas to provide counselling assessment, medical, vocational and other 
rehabilitation services. The New Brunswick Tuberculosis Association Councillor | 
works with the Division. Eligibility is restricted to those 19 and over who cannot 
pay for service but who have some prospect of vocational usefulness. The 
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Medical Consultant to the Division is the Supervisor of the Forest Hill Rehabili- 
tation Centre. The Division works closely with the National Employment Service. 


The Maternal and Child Health Division has an active programme for 
handicapped children. It works closely with the Poliomyelitis Clinic and the 
Forest Hill Centre, the co-ordinating Council for the Handicapped, the Rehabili- 
tation Division and other health and welfare agencies 


The deaf and blind are cared for at the School for the Deaf at Amherst, and 
the Halifax School for the blind, both in Nova Scotia. 


The Victorian Order of Nurses provides a nursing service in ten communi- 
ties. The Canadian Arthritis and Rheumatism Society has clinics at the 
Poliomyelitis Clinic and at the Forest Hill Centre in Fredericton and at St. 
Joseph’s Hospital in Saint John, as well as two mobile physiotherapy clinics. 
The Canadian National Institute for the Blind provides special eye clinics 
periodically. Field secretaries are in five larger cities to assist the blind. There 
is a glaucoma clinic in Saint John. The Cerebral Palsy Association operates 
special classes in Saint John and Moncton. The Saint John branch of the 
Canadian Diabetic Association provides certain services. Some local parents’ 
associations for retarded children have provided certain services. The New 
Brunswick Chapter of the Canadian Foundation for Polio and Rehabilitation 
provides help to ex-polio patients and disabled adults generally. The New 
Brunswick Board of the Canadian Paraplegic Association, Maritime Division, 
has a rehabilitation officer. 


Care of the Aged 


There is no special health services programme provided for this group of the 
population in New Brunswick. The Department of Youth and Welfare provides 
financial assistance to needy individuals for municipal home care under the terms 
of the Social Assistance Act. Homes for the aged are operated under municipal, 
religious, and private auspices and receive no direct financial support from the 
Province. Voluntary and proprietary homes are subject to provincial licensing 
and inspection and must meet standards contained in the regulations under the 
Public Health Act. 


Welfare Programmes 


In addition to Mothers’ Allowances the Department of Youth and Welfare 
shares with the municipalities the costs of the general assistance programme. The 
Province reimburses each municipality to the extent of $1.00 per capita of the 
population plus 70 per cent of the expenditures on general assistance in excess of 
that amount and also pays 50 per cent of the cost of administration. It supervises 
the municipal programmes as well. 


Child welfare, adoption, and unmarried mothers’ services are administered 
through a network of local Children’s Aid Societies operating under statutory 
authority. Maintenance costs for children in care of a voluntary or public agency 
are borne partly by the municipality of residence and partly by the Province. 
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QUEBEC | 

Public Health | 
Organization | 
HEALTH UNITS 


Except for the City of Quebec and the Montreal regions, local public health 
services are provided through 73 health units organized on a county or) 
multi-county basis. The units depend directly on the provincial Ministry of | 
Health. Their programmes are planned centrally, and their personnel is appoint- | 
ed by the Province. However, the unit directors are free to use initiative in 
meeting local problems. The operating cost of these units is met by the Ministry | 
of Health. About 10 per cent of it is reimbursed by the municipalities through 
a special property tax. 


Each unit has a full-time medical health officer and, where needed, assistant | 
medical health officers on full- or part-time basis. Other staff members include, 
health nurses, tuberculosis clinicians, dentists, veterinarians, sanitary inspectors, 
technical personnel, and clerical staff. The health unit programmes include 
public health nursing, maternal and child health, school health, tuberculosis 
clinics, sanitation, nutrition, dental health, mental health, communicable 
diseases control, and health education services. Each unit has modern X-ray 
facilities. 


The health units have been grouped in eight districts for administrative 
purposes. 


MUNICIPAL HEALTH DEPARTMENTS 


The cities of Quebec, Montreal, Westmount, Outremont, Montreal North, 
and Verdun and the Town of Mount Royal have their own full-time municipal 
health departments. As of the end of February 1963, seven other municipalities 
in the Montreal area had municipal departments with part-time medical health 
officers. The municipal boards of health composed of town councillors function in 
an advisory relationship to the health departments and municipal authorities but 
have no executive powers. Executive power is vested in the health officers. The 
municipal clerk-treasurer or city manager in practice also makes decisions on 
behalf of the municipal authorities. 


With small exceptions, municipal health department revenues come from 
general municipal tax funds except for some assistance through the dominion- 
provincial Health Grants and the provision of certain biologicals by the 
Province. 


The Province maintains general supervisory powers over the municipal 
departments, chiefly in epidemiology, communicable diseases control, water 
supplies, sewage disposal, and the elimination of nuisance. It also provides 
consultant services in such fields as maternal and child health, mental hygiene, 
nutrition, health education and sanitation. 


HEALTH SERVICES IN REMOTE SETTLEMENTS 


The provincial Ministry of Health provides a special service to settlements ik 
remote, isolated, non-municipally organized territories. One public health nurs¢ 
is stationed in each settlement to provide public health nursing services, as wel) 
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as emergency medical care and obstetrics. The nurse receives direction from the 


nearest practising physician who provides part-time medical and public health 
services on a fee-for-service basis. 


Sanitation 


The sanitary inspectors of health units are concerned with environment 
sanitation, including the sanitary production of milk on farms and the handling 
in dairies, supervision of dumps, slaughter houses, restaurants, schools, sewage 
disposal, and waterworks systems. The Sanitary Engineering Division of the 
Ministry of Health has complete jurisdiction over waterworks, water filtration 
plants, and the sanitation of public baths. A staff of special inspectors, under a 
professional engineer, works closely with the sanitary inspectors in the health 
units and health departments for the control of pasteurization plants. The routine 
inspection of restaurants and other aspects of sanitary inspection are the 
responsibility of the health units and health departments. 


Communicable Disease Control 


Notifiable communicable diseases are reported by health units and city 
health departments to the Ministry. The Ministry carries out epidemiological 
investigations, examination of contacts and suspected cases, home and school 
visits and immunization programmes. The health units and departments dis- 
tribute biological products for the prevention and, in some cases, treatment of 
communicable diseases, which are provided free of charge by the Province. 
Isolation and quarantine measures as indicated by the provincial regulations are 
implemented locally. 


The Division of Epidemiology is entrusted with the study of disease in 
general and with the surveillance of communicable disease. Cases are notified by 
the health units to the Ministry. The Division is responsible for the collection and 
preparation of information, the compilation of statistics, and for the immuniza- 
tion status of the Province as a whole. It also provides direction and consultative 
Services to the health units and directs applied research in the field of public 
health. 


Laboratory Services 


There are three main sections to the Provincial Laboratory, the Laboratory 
of Diagnostic Microbiology, the Laboratory of Chemistry and Sanitation, and 
the Laboratory of Serology. 


Tuberculosis Control 


Early steps were taken by private organizations to set up special diagnostic 
facilities in larger cities. Subsequent organization of wide-scale X-ray surveys 
Was undertaken by anti-tuberculosis leagues working independently or in 
association with the health units. A Provincial Committee for the Prevention of 
Tuberculosis, a voluntary co-ordinating body similar to branches of the 
Canadian Tuberculosis Association in other provinces, co-operates with the 
Ministry of Health in promoting case-finding, mass surveys, and an education 
programme. The Committee organizes the Christmas Seal campaigns except in 
Montreal and Quebec, where anti-tuberculosis leagues conduct their own. They 
report their financial results to the Provincial Committee. 


Special responsibilities of the Ministry include general supervision cone 
all anti-tuberculosis programmes, maintenance of a central case register, 
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appointment of medical directors for sanatoria, and supervision of anti- 
tuberculosis programmes in the health units. B.C.G. vaccine is used extensively 
by public health and hospital personnel. From 1945-1956 the percentage of | 
newborn infants vaccinated rose to 40 per cent. A central register keeps an | 
up-to-date record of B.C.G. vaccinations and of the 1,800,000 cases of tuber- 
culosis diagnosed since 1927. | 


The anti-tuberculosis out-patient clinics in the larger cities are staffed and 
equipped to provide consultation and complete out-patient diagnostic services for 
tuberculosis and other thoracic diseases. These are maintained by anti-tuber- 
culosis leagues, in close co-operation with the health units. Besides clinical work, 
they provide medical, social service, and nursing personnel for finding and 
examining contacts, supervising the administration of drugs to ambulatory 
patients, and maintaining contact with people with a previous history of | 
tuberculosis. | 


Outside the major cities, the responsibility for case-finding rests with the 
sanatoria, the health units, and anti-tuberculosis leagues. X-ray surveys are | 
widely employed through the units. Mobile units well equipped for diagnostic 
and consultative clinics with clinicians in tuberculosis, nurses, and technicians, | 
travel extensively throughout the Province. Programmes are defined in collabo-— 
ration with the district medical officers. These are found to be the most successful | 


methods in rural areas. 


There is growing use of thoracic out-patient clinics in general hospitals for | 
the examination of persons with chest disorders, including tuberculosis. Special 
diagnostic equipment has been made available through the health grants to 
assist thoracic clinics in several hospitals in the Province. 


A provincial survey is being carried out to improve the effectiveness of the 
mobile, semi-mobile, and permanent centres of tuberculosis control. It is being 
done through the district health medical officers, directors of sanatoria, and the 
Director of Tuberculosis Control for the Province. | 


Venereal Disease Control 


The reporting and treatment of venereal diseases is compulsory. Health 
education is stressed. Attempts are made by the Venereal Disease Control 
Division to investigate and supervise contacts. A number of out-patient depart- 
ments in various general hospitals provide free examination, diagnosis, and 
treatment. These are subsidized by the Province. The Division distributes 
antibiotics and drugs to clinics and private physicians free of charge for the 
treatment of patients. Doctors are also reimbursed for the treatment of indigent 
patients. 


Maternal and Child Health 


The Maternal and Child Health Division is concerned with the maintenance 
and improvement of health of mothers and children throughout the Province. 
Close co-operation and liaison exist with other services who share interest in the 
care of mothers and children, such as the Division of County Health Units, the 
Division of Epidemiology, and the Division of Health Education. Broadly speak-. 
ing, the Maternal and Child Health Division provides consulting services to local 
health services in the fields of maternal and child health, such as the prenatal 
programme, and to the Hospital Insurance Service. The Nursing Consultant 
routinely visits nurseries and delivery rooms of all public general hospitals and. 
provides information and advice to nursing staff on techniques of care for 
mothers and their newborn infants. | 
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Staff training is a most important feature of the programme. In 1955, this 
Division in co-operation with the Department of Pediatrics of Sainte Justine 
Hospital and of the Royal Victoria Hospital, organized a series of eight-week 
post-graduate courses for nurses on the care of newborn and particularly 
premature infants; in addition, these nurses are given a four-week theoretical 
and practical course in hospital asepsis technique at Sainte-Justine or Montreal 
Children’s Hospital. The Ministry of Health also contributed to the organization 
of the Institut Marguerite d’Youville’s eight-month post-graduate courses in 
Pediatric and Obstetric nursing. 


Finally, the Ministry of Health has organized Poison Control Centres all over 
the Province and continues to supervise this programme. 


Nutrition 


This Division is responsible for the scientific direction of teaching in 
nutrition through the Province. Most of the teaching and educating is done by 
the public health nurses of the county health units and the nutritionists of the 
Division teach nutrition to the public health nurses, train them in their nutrition 
work, and keep them informed of scientific developments in the field of nutri- 
tion. From time to time, the Nutrition Division organizes refresher courses for 
nurses recently appointed as public health nurses. After they have graduated 
from the School of Hygiene, the public health nurses are called by groups of 
eight or ten for a two-week workshop, during which they are trained to fulfil 
their duties as educators of the public in nutrition. 


The Nutrition Division prepares and distributes teaching material and other 
special publications which are not already distributed by the Federal Division of 
Nutrition. 


Health Education 


Health education is an essential part of the general programme, both at the 
provincial and local levels. Educational activities at the local level are shared by 
the medical health officer and all of his staff and involve the family, the school, 
and the community. The local health officer and his staff, the school board, and 
the teaching personnel execute a programme planned by the health unit, which 
is particularly centred on the health examination of children. 


At the provincial level, the Health Education Division, in close co-opera- 
tion with other services of the Ministry, carries on three main functions: 
1) production and distribution of educational material (printed material, posters, 
films, radio and television material), 2) technical assistance in all matters 
concerning material and methods of health education, group dynamics and the 
mass media, 3) public relations with government services and voluntary agencies 
interested or likely to be interested in health education. 


Dental Health Service 


This is administered by a Division through the health unit programme. 
Sixty-one units have a dentist whose functions include dental health educa- 
tion, prophylaxis, and preventive treatments. These dentists devote about 
one-half day per week to the treatment of indigent patients. Forty-seven dental 
clinics are fully equipped. Fourteen dentists are presently employed on a full- 
time basis and others are to be appointed. Some 47 dentists Serve part time. 


122 ROYAL COMMISSION ON HEALTH SERVICES 


Mental Health 


The Division of Psychiatric Hospitals was replaced in 1962 by that of 
Psychiatric Services. The programme objectives are: 

—to promote professional training by a financial assistance; 

—to regionalize the treatment and rehabilitation services; 

—to increase financial assistance to psychiatric hospitals in accordance with 

the needs of the patients; 

—to develop psychiatric services in general hospitals; 

—to create services erfcompassing all different needs, including child psy- 
chiatric services, foster-homes, and half-way houses. 


The Province of Quebec has 18 psychiatric hospitals, of which two are for 
epileptics. Three of these are the property of the Quebec Government. One is 
owned by the Federal Department of Veterans Affairs. All the others are public 
hospitals. Twenty-four general hospitals have psychiatric out-patient clinics. 
Some have day- and/or night-care services. Eleven of them also have an 
in-patient psychiatric service. There are, moreover, in the Province 14 mental 
hygiene clinics, and one general hospital in Montreal which provides home-care 
services. Finally, the Canadian Mental Health Association, Quebec Division, 
has a number of branches. 


Rehabilitation 


There are numerous medical-social agencies devoted to the rehabilitation of 
handicapped people.! For the most part, the role of the Province has been to 
subsidize the agencies for treatment, education, and care of the handicapped. 
Exceptions are the Workmen’s Compensation Board Rehabilitation Service, the 
Ministry of Youth Vocational Rehabilitation Service for the tuberculous and 


other physically handicapped, and the Special Placement Service of the 


Provincial Employment Service. 


Community councils, for example the Montreal Council of Social Agencies, 


are also concerned with social planning and co-ordination of services. 


Extensive restorative services are available at the university teaching © 


hospitals in Montreal and Quebec and at a number of other large hospitals. All 


residents of the Province are automatically covered under the Hospital Services _ 


Plan. Public assistance recipients, welfare cases, and other persons unable to 


pay for medical care are treated without charge at the wide variety of hospital | 


out-patient clinics and dispensaries. A number of the general hospitals, chil- 
dren’s hospitals, and chronic hospitals have physiotherapy services. Occupational 
therapy services exist in a few hospitals. A number of hospitals, general 
hospitals, children’s hospitals, chronic hospitals and other hospitals have physical 
therapy departments. 


The Rehabilitation Institute of Montreal provides comprehensive services 
including orthopedic, neurological, psychiatric, prosthetic, medical-social service, 
etc. It is used as a teaching and research centre by the University of Montreal. 


The Occupational Therapy and Rehabilitation Centre of Montreal has an 
out-patient centre affording a variety of services, physical and occupational, 


1 List of Canadian Hospitals and Related Institutions and Facilities, 1962, Ottawa: Dominion 
Bureau of Statistics, Health and Welfare Division, 1962. 
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speech therapy, social case work, psychological and vocational training. It is 
used by McGill University for training and is a member of the Welfare Federa- 
tion and United Fund. The in-patients’ service has been covered under hospital 
insurance as of April 1962. 


The Quebec Rehabilitation Clinic Incorporated provides comprehensive 
service to physically handicapped children and adults at an out-patient centre 
and a 40-bed rehabilitation unit at Laval Hospital. Some cases are referred by 
the Workmen’s Compensation Board which pays for services. Other sources 
include federal-provincial grants, private patients, the Quebec Chapter of the 
Canadian Foundation for Poliomyelitis and Rehabilitation, and the Quebec 
Rotary Club. 


The Rehabilitation Clinic for handicapped children at Three Rivers has an 
out-patient service for the St. Maurice Valley region offering a wide variety of 
services. 


The Workmen’s Compensation Centre, Quebec, has a new centre to accom- 
modate 250 injured workmen. A small out-patient clinic is operated in Montreal. 
The services of the physical medicine department of the general hospitals are 
also used. 


Prosthetic services have been set up at the Rehabilitation Institute of 
Montreal, Quebec Rehabilitation Clinic, and the Hotel-Dieu Hospital of 
Chicoutimi. There are boot shops at Sainte-Justine and the Shriners Hospital in 
Montreal. The Ministry of Health pays 50 per cent of the cost of prosthetic 
appliances and personal aids. Voluntary agencies, such as the Quebec Society for 
Crippled Children and the Foundation for Poliomyelitis and Rehabilitation, 
contribute the remaining half of the costs, in certain cases. The latter organiza- 
tion also has a wheel-chair and health equipment pool from which items are 
loaned. 


The Physically Handicapped Division of the Ministry of Youth conducts a 
Vocational Rehabilitation Programme for tuberculosis patients and other handi- 
capped persons. It operates training centres at four sanatoria and makes special 
provision for the handicapped to attend provincial guidance bureaus under the 
“Conseil d’orientation des handicapés de Montréal”, which also gives vocational 
counselling to the handicapped. Several rehabilitation officers posted in Montreal 
and Quebec offer vocational counselling and assist clients. Effective April 1, 1961, 
Quebec has been a party to the federal-provincial provision for training 
disabled persons under the Technical and Vocational Training Assistance Act on 
a 50:50 sharing cost basis. The Ministry of Youth has used this extensively. The 
National Employment Service and the Provincial Employment Service operate 
special sections for special job placement of the handicapped through their 
district offices. In Montreal, there are a number of sheltered workshops. 
Recreational services are also provided. 


For handicapped children, there are medical services at several hospitals, 
three children’s hospitals and several rehabilitation centres. The Quebec Society 
for Crippled Children, mainly in the Montreal area, provides transportation, 
treatment centres, appliances, and a camp. Many other organizations include the 
Cerebral Palsy Association of Quebec, the Canadian National Institute for the 
Blind, and the Junior Red Cross. Special educational facilities have been 
operated by the Protestant and the Roman Catholic Schools Committees, such as 
special schools and auxiliary classes. 


. 
| 
| 
| 
| 

124 ROYAL COMMISSION ON HEALTH SERVICES | 


The Canadian Arthritis and Rheumatism Society operates a number of 
mobile physiotherapy units in Montreal and Quebec serving patients confined to 
their home. Free service is provided if patients are unable to pay. 


A variety of agencies, both English and French, serve the blind. Ophthal-_ 
mology clinics are held at teaching and larger hospitals in Quebec and Montreal. | 
Glaucoma clinics are held in Montreal, Sherbrooke, Chicoutimi, Hull, and | 
Quebec hospitals. The Canadian National Institute for the Blind, through its 16. 
branches, provides a comprehensive programme of blindness prevention, social — 
education, and employment services. The Montreal Association for the Blind and | 
the French-Canadian Association for the Blind operate workshops. Education | 
and training of blind children is provided by three special schools. 


Special programmes for cerebral palsy patients are conducted at the Sainte- 
Justine Hospital in Montreal and at the Montreal Children’s Hospital. Other | 
hospitals also provide services. The Quebec Society for Crippled Children and | 
the Cerebral Palsy Association of Quebec provide transportation, equipment, 
braces, summer camps, etc. | 


Hearing tests are done by local health units equipped with audiometers. The 
provincial Ministry operates a mobile blindness and deafness clinic, in co-ordi- 
nation with the health units. This unit also serves other groups such as college 
students and industrial workers. Special therapy clinics are located in Montreal 
at a number of hospitals and elsewhere in the Province. Several schools provide © 
vocational training. 


Special agencies for the treatment and rehabilitation of alcoholics are 
subsidized by the Ministry of Health. They are located in Montreal, Quebec, St. 
Jérome, Three Rivers, and Sherbrooke, and numerous other cities. These centres 
maintain a certain number of beds for the acute cases and for intensive therapy. 
The Department of Health of the City of Montreal runs a rehabilitation centre. 


For arthritics, some hospitals have special units, while others hold regular | 
out-patient clinics. The Ministry of Family and Social Welfare has built a new . 
school for deaf-mute boys near Quebec. 


A variety of services are available for epilepsy, haemophilia, paraplegia, and 
polio. 


Home Care 


Organized home care programmes furnishing medical, nursing, social services | 
and other related services, such as physiotherapy and homemakers’ services, 
are conducted by the Reddy Memorial Hospital and the Hospital Ste. Jeanne 
D’Arc, both in Montreal. Home nursing care to the handicapped and the 
chronically ill is furnished in larger cities by the V.O.N. and the “Société des 
infirmiéres visiteuses’”’, Montreal. Physiotherapy treatment to patients at home is 
supplied by the Canadian Arthritis and Rheumatism Society and, recently, by 
the Canadian Foundation for Poliomyelitis and Rehabilitation in a rural county. 
Homemaker service is provided by the Montreal Family Service Association. 


Hospitals and the Hospital Insurance Programme 


The 1962 Canadian Hospital Directory lists the following public hospital 
facilities for the Province of Quebec: | 


\ 

PRA RAX Ortho- Tuber- ° 
Institutions Beds Chronic Contagious Convalescent General Mental paedic  culosis 
177 52,152 4,414 510 520 22,346 20,920 455 2,987 
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These are all public hospitals operated by lay, religious, municipal or provincial 
auspices. 


There were also 74 private hospitals with 1,804 beds, of which 637 were for 
chronically ill, 19 convalescent, 1,083 for general use, 40 for mentally ill, and 25 
for tuberculosis patients. 


The various departments of the Dominion Government operate 14 hospitals 
in Quebec. The Department of Veterans Affairs has five with 2,163 beds, of 
which 364 are for chronic, 1,103 for general, 578 for mental, and 118 for 
tuberculosis patients. The Department of National Health and Welfare operates 
eight hospitals with 89 beds for Indians. It also has a hospital at Quebec with 
29 beds for immigrants with communicable diseases. 


| The Hospital Insurance Programme is administered by the Hospital Insur- 
ance Division of the Ministry of Health and is financed out of general tax 
revenues. Standard in-patient services, free emergency treatment, free minor 
‘surgery, and out-patient clinics without charge, except for professional fees, are 
covered. Psychiatric care in general hospitals is also covered. 

| Medical and other health services are available to indigents through a wide 
variety of dispensaries. A nominal charge may be made but, in general, costs of 
care are borne by the agency providing the service. This agency may, in turn, be 
supported by public funds. In all areas without such facilities, service is given 
by the local doctor, dentist, or other person providing services through private 
arrangement with the patient or with the municipality. 


Welfare Programmes 


The provincial Ministry of Social Welfare reimburses municipal depart- 
ments or authorized agencies for the full cost of aid to persons in their own 
homes, and administers aid for persons who are unfit to work for at least 12 
months. Since September 1961, supplementary allowances to needy recipients of 
Government benefits and allowances to needy widows and spinsters, 60 to 65 
years of age, have been provided. The cost of aid to unemployable persons in 
homes for special care, including nursing homes, is borne according to the 
following ratio: two-thirds by the Province and one-third by the institution. 


Institutional care for indigent old people in Quebec is provided through 
charitable institutions under the Public Charities Act. The Homes for the Aged 
‘Act authorized the Province to erect and maintain homes for the aged, to build 
housing projects, and to make grants to voluntary organizations for this purpose. 
‘Standards in homes are governed by regulations under the Public Health Act. 


Child Welfare services, including services to unmarried mothers, and adop- 
tion, are administrated by recognized voluntary agencies and institutions. 


Children’s Aid Societies and the other recognized agencies in Quebec receive 
substantial provincial grants and some municipal grants. Mothers’ Allowances 
are also provided. In many areas, they also receive support from private 
subscriptions and community chests or united funds. 


Provincial Comments 


Differences in patterns of services between Quebec and Ontario were 
emphasized by several of those to whom referral was made. One person strongly 
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recommended the advisability of studies being made in due course in each 
province. 


Another writes: 


“We are aware of deficiencies in our activities, but know they are due to an acute 
lack of personnel. This is the most important problem at this moment—an increase in 
the (salary) scale would not, however, solve the problem once and for all. Hospitals 
offer better salaries than we do and yet they are short of staff. In addition, this 
problem will always be acute in rural regions. In relation to sanitary inspectors, a 
better choice with basic qualifications—age—instruction and personality—would help 
in permitting a specialization of candidates, somewhat equivalent to the English 
Sanitarians. Part-time personnel do not give satisfaction and there is a definite 
tendency in this Department to retain the services of a strict minimum of part-time 
staff without injuring the organization.” 


Another correspondent writes on several subjects: 


“Organization 


“In the province of Quebec, except for the Montreal region and the City of) 
Quebec, all municipalities depend on the provincial Ministry of Health through the 
health units for services. Therefore, the municipalities have no direct responsibilities 
for public health services except for paying the Provincial Government a certain 
amount of money every year. This has the disadvantage that municipal authorities are 
not concerned directly and personally with public health services and they have no 
authority over the personnel of the health units. Consequently, the contact between the 
personnel of health units and the members of municipal councils are generally limited 
especially if the office of the health unit is not located in @ particular municipality. On 
the other hand, the personnel of a health unit restrict their executive powers 
(especially in sanitation and inspection) in order to prevent friction with municipal | 
authorities. 


“Some municipalities (restricted to the Montreal region and the City of Quebec) 
have their own Health Departments. Their standards vary to a great extent. In these 
municipalities the boards of health are usually composed of more or less interested 
municipal councillors. The municipal clerk-treasurer or city manager is in fact the 
person who makes many decisions. Some municipal administrators believe that health 
services are a provincial responsibility. This point of view is a factor when budgets are 
being presented. 


“It would be advisable to define what is federal, provincial, and municipal 
responsibility.” 


“Staffing 


“At the present time, there are shortages of public health personnel at the level of 
the health units and the level of municipal health services. It is felt that trained 
personnel could be used to greater advantage. 


“There is relative isolation of the public health doctor from his confreres and his 
work tends to be restricted to immunization with some consultations in well-baby 
clinics and in schools. Inoculation is a routine procedure that could be assumed by 
trained technicians or nurses. The consultations have their interest but remain > 
theoretical since the doctor does not assume any clinical responsibilities. For the future — 
we should think of the medical health officer either as an administrator concerned with © 
community health services, including the hospital, or as a specialist in some specific | 
branches but connected with the clinical field. As for the routine physical examination 
in schools and in the well-baby clinics, there is no need to have a public health doctor | 
do them. A more liberal use of practising doctors is important since this will increase ‘ 
the army of ‘those who prevent’. Self-respect by the public health profession is a goal | 
to be achieved. 
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| “This problem is not as acute with the public health nurse who accepts more 
‘eadily the restriction of her work to prevention and education. But in rural areas, 
»edside service should be provided by the public health nurse because this service does 
iot exist everywhere otherwise. 


“In order to obey ‘la loi de V’offre et de la demande’ and since you get what you 
ay for, incomes should be adequate.” 


‘Financing 

_ “At the level of health units, no figures are available in the Annual Report of the 
Ministry of Health on per capita expenditures. Budgets are always presented as a 
whole and include hospitalization, which takes a major part. 


| “The municipal health services are greatly influenced by their budgets. Some 
municipalities have only part-time staff and some others have a more complex health 
organization. As the budget is voted by city councils, the basic point is to state once 
and for all what are the municipal responsibilities in public health. Furthermore, 
provincial authorities should help financially those municipalities which wish to 
organize an adequate health service. It is suggested that the provincial Ministry of 
Health see that an accreditation is done. This is done at the hospital level, why not 
with the public health services?” 


“Programme 
“On the whole your remarks on statutory services can be applied to the Province 


of Quebec. May I insist, though, on the two most acute problems: dental health and 
mental health. In these two fields, facilities are inadequate in rural and urban regions. 


“Chronic diseases and the care of the aged are major problems too, but, so far, 
measures concerning these categories of people remain the responsibility of voluntary 
organizations.” 


MANITOBA 
Public Health 

Irganization 

GENERAL 


Provincial health services are provided through three main Divisions of 
Health Services, Psychiatric Services, and Rehabilitation Services in the Depart- 
nent of Health and through several other quasi-government or voluntary 
agencies subsidized by government funds. All these public health and personal 
1ealth care services have been developed in close co-operation with local 
authorities. The Division of Health Services contains five sections: Environmental 
Sanitation, Preventive Medical Services, Extension Health Services, Public 
Health Nursing Services, and Laboratory Services. The Psychiatric Services 
Division includes sections of Hospital Services and Community Mental Health 
Services. The Division of Rehabilitation Services co-ordinates the federal 
programmes and the work of the major rehabilitation agencies. 


Semi-official boards and organizations include the Sanatorium Board of 
Manitoba, the Manitoba Cancer Treatment and Research Foundation, the 
Manitoba Society for Crippled Children and Adults, the Alcohol Research and 
Rehabilitation Foundation. 


The Manitoba Health Plan provides for the division of the Province into four 
large regions with subdivision into smaller districts for local administration. By 
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the end of 1962, 14 local health units had been established. These served 73 rura 
municipalities and 31 towns and cities. Excluding Winnipeg these units provider 
full-time health services to almost 75 per cent of the population of the Province 
Local health units are established on approval of municipal councils and ar 
operated and financed jointly by the provincial government and local authorities 
The staff is employed and paid by the provincial Department of Health. 


The staff of each unit consists of the medical director, and depending o1 
size, from three to 12 public health nurses, one to four sanitary inspectors 
and clerical personnel, as well as a part-time public health educator. Each uni 
has an advisory board which exercises general supervision over the operatior 
of the unit, is responsible for local policy, and may recommend to the Ministe: 
improvements or extension of services. 


Under the Manitoba Public Health Act and Regulations, each municipality 
in organized territory which is not included in a health unit must employ ; 
physician to act as medical officer of health, either on a part-time or full-tim: 
basis, and provide basic services. The provincial Public Health Nursing Service: 
Section provides several public health nurses for areas outside health units. The 
Division of Environmental Sanitation has a staff of Public Health inspector: 
located in the areas of the Province not served by units. 


CITY OF WINNIPEG 


The City of Winnipeg Health Department operates autonomously. It report: 
to the Health and Welfare Committee of Council, consisting of the mayor and six 
aldermen. The Health Officer reports to the Committee but is not a member of it 
Committee meetings are open. There are also a full-time deputy health officer 
and part-time assistant health officers. The City Department attracts a gooc 
standard of public health nurse and keeps a standard of over 80 per cent with 
public health certificates by reaching an understanding that they will take 
courses as soon as possible after joining the staff. The Inspections Branct 
operates a specialized service in four divisions, each under a Principal Inspectoi 
reporting through a Chief Health Inspector to the Health Officer, although 
informal lines of communication are quite free. Both the Chief Health Inspector 
and the Principal Food Inspector are Doctors of Veterinary Medicine but have nc 
formal public health training. The Dairy Division inspects and licenses all dairies 
in the Metropolitan Winnipeg Milk Shed. They also are responsible for inspection 
and licensing of all milk plants selling their products in the Winnipeg azea, éven 
though two of these are in St. Boniface. The other Divisions are Housing and 
Sanitation. The latter is largely concerned with factories and workshops, and 
general public nuisances. 


The City Health Department operates a full programme. The Health Officer, 
Deputy, all Inspection Services, Director of Nursing, Tuberculosis Control, 
Nursing Home Program, and all care services operate out of the headquarters 
office in the City Hall. The public health nurses operate from four district offices. 
All school physicians and child health centre physicians are employed on a 
sessional basis, although several women physicians work five mornings per week 
in schools. Child health physicians are nearly all certificated pediatricians or 
residents from the Children’s Hospital. 


The public health nurses report weekly any unusual incidence of illness in 
schools, although they may report at any time if the situation warrants. All 
district offices and larger schools have Hanks solution and swabs for viral and 
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bacterial specimen. The nurses take samples of new syndromes and submit these 
to the Provincial Laboratory and Virus Laboratory as an epidemiological survey 
f illness in the community. The City Health Department services both public 
nd parochial schools though the latter in Manitoba are not tax-supported. 
ental services are concentrated by necessity to a comprehensive survey in 
Kindergarten and Grades I and II with follow-up in financially embarrassed 
families. In other grades, emergency service only is offered. The Child Guidance 
Clinic of Greater Winnipeg operates as a separate institution, staffed by the 
provincial Health Department and the School Boards of the Metropolitan Area. 
‘Sanitation 
There are public health inspectors attached to municipal health departments 
and health units who carry out routine inspections in their areas. In this field are 
‘the food and milk control programmes, water and sewage supervision, and 
investigation of complaints. The programme is of generalized sanitary inspection 
duties with the provincial section of environmental sanitation providing consult- 
ants from the bureaus of public health engineering, food and milk control, 
industrial hygiene, and the services of a central staff of nine public health 
inspectors. 


‘Communicable Disease Control 


All local health units receive notification of communicable diseases from 
local medical practitioners, school teachers, and parents. Through home visiting, 
quarantine, isolation, and education, the units endeavour to keep these diseases to 
‘a minimum. The medical directors, public health nurses and public health 
‘inspectors all participate in investigations of reported diseases. The medical 
‘director is available for consultation and diagnosis. 


Standard immunization is offered on a continuous basis in all local health 
units, at child health clinics, at all schools and in local unit offices and 
-sub-stations. When required, special immunization against typhoid, influenza, 
‘infectious hepatitis, and tuberculosis is made available. A programme of 
‘poliomyelitis immunization is offered by all local health units. 


| Tuberculosis Control 


The Manitoba Sanatorium Board, a self-governing body with Government 
! representation in membership, has administered anti-tuberculosis services in 
_ Manitoba for 50 years. Under the Act, as an agent of the Government, it is 
'responsible for all aspects of Tuberculosis Control including case-finding, 
| operation of sanatoria and rehabilitation and health education. It organizes the 
Christmas Seal campaigns, collects and administers funds. Clinical facilities are 
_ provided in the Manitoba Sanatorium, the Central Tuberculosis Clinic, and the 
Clearwater Lake Hospital. The latter is owned by the Federal Government and 
| was set up for the treatment of tuberculous Indians and Eskimos. All new cases 
go to the Manitoba Sanatorium or the Clearwater Lake Hospital, or for 
_ short-term care to the central Tuberculosis Clinic in Winnipeg. 


The Central Tuberculosis Registry records all cases and contacts. The 
' Central Tuberculosis Clinic in Winnipeg functions principally as a centre for 
_ diagnosis, periodic re-examination of ex-patients, and supervision of out- 
patients, although 65 beds are available for short-term care. Here all X-ray films 
in the field and hospital admission X-rays of many general hospitals _are 
processed. Consultation service to the Winnipeg General and other area hospitals 
is provided. Tuberculin testing and X-rays, through mobile vans, are carried out 
on vulnerable groups. 
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The Sanatorium Board organizes diagnostic travelling clinics and X-ray, 
surveys. Examinations are confined to tuberculosis suspects, contacts and a 
review of ex-patients. There are also out-patient clinics in each sanatorium. 


The public health nurses in the units supervise home care and assist in the 
rehabilitation of tuberculosis patients. The Nursing Section supervises the 
Central Tuberculosis Registry and is a liaison between sanatoria patients, the 
family doctor, the community, and health department personnel. Patients in the 
Manitoba Sanatorium as well as those in the Central Tuberculosis Clinic are 
visited for exchange of information and other purposes. Assistance is given in 
planning travelling clinics and the provision and planning of special tuberculin 
chest X-ray surveys to meet the need of each community. 


The nurses in areas outside local health units assist tuberculosis clinics held 
in these areas and make home visits to patients and contacts living in the 
districts. 


More recently the Sanatorium Board has accepted responsibility for the 
operation of extended treatment hospitals. These include the converted Sanatori- 
um at Brandon, now called the Assiniboine Hospital, and some of the beds at 
Clearwater Sanatorium, The Pas. The Board will also operate the new Rehabili- 
tation Hospital. Care in these facilities are included as benefits under the 
Manitoba Hospital Commission. 


Venereal Disease Control 


The control of venereal disease is an important part of the provincial health 
services programme. The Province operates a free Venereal Disease Clinic at the 
St. Boniface Hospital to provide diagnostic services and treatment in the 
Metropolitan Winnipeg area. Cases and contacts are located and investigated and 
follow-up of treatment is mainly through local practitioners. Drugs are supplied 
free of charge to physicians for every reported case. Laboratory services are 
available to doctors without charge. 


Maternal and Child Health 


There is a programme of prenatal education classes for expectant mothers. 
All health units also offer a service of advice, demonstration and supervision to! 
expectant and new mothers. In all unit offices special lectures and classes of. 
instruction in maternal nutrition, infant care, etc., are provided. Notifications of 
birth are received at unit offices, and members of the public health nursing staff. 
make home visits to advise and assist the new mother. They also outline the 
services offered in baby clinics and the immunization facilities available at the 
local health unit. 


All local units operate baby clinics to assist mothers with the care of infants 
and young children. They are located in the most accessible points and are held 
on a regular weekly or monthly basis. The purpose is to supervise the physical 
and emotional development of infants and pre-school children, to provide 
medical examinations, to detect defects and to recommend sources of corrective — 
treatment. Immunization is available as well. 


For the pre-school ages, similar services are available with emphasis on | 
maintaining immunization. Special school-beginner clinics are held in all units ‘ 
with medical examinations provided to detect defects which may be corrected | 
before the child starts school. 
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| The Maternal and Child Health programme is under the Bureau of Maternal 
and Child Hygiene in the Section of Preventive Medical Services. It includes 
prenatal education institutes for nurses and classes for expectant mothers. 
Routine inspections of maternity homes and child-care institutions, as well as 
day nurseries, are carried out. 


‘School Health Service 
| Each health unit endeavours to provide a programme of medical inspection, 


examination, and immunization for all school children in their unit area. The 
local unit staff are available to assist teachers with the health education 
programme, and give lectures, classroom talks, film showings, and sanitation 
demonstrations. The public health inspector conducts routine inspections of the 
schools. 


Dental Health Service 


In rural areas dental treatment clinics are operated by the Province in 
‘co-operation with a sponsoring local agency. Departmental mobile clinics visit 
‘areas which lack the services of practising dentists and a per diem operating cost 
of $40.00 is guaranteed by sponsoring local committees. There is emphasis on 
education. In addition to the mobile system, stationary clinics for dental 
examination and treatment are part of the local health unit programme of 
Portage la Prairie and in districts suburban to Winnipeg. Children from indigent 
and low-income families receive priority in care provided. In Winnipeg, the City 
Health Department operates school dental clinics which examine all school 
children in elementary grades and provide emergency treatment on much the 
same priority pattern. 


In 1959, a public health programme for the health units devoted to 
preventive measures for pre-school children was introduced. During 1961, plans 
for dividing the Province into four dental regions were completed. Regional 
offices have been gradually established. They work closely with the health units 
in the area. 


Health Education 


A special provincial Bureau carries out extensive work throughout the 
Province, including consultation with institutions, departments, staff, teachers, 
and official and voluntary agencies. All local health unit staff members are also 
involved in health education work. 


Rheumatic Fever Programme 


There is a special rheumatic fever programme. The Department of Health 
has an agreement with municipalities whereby the cost of penicillin and sulpha 
used in rheumatic fever prevention is shared equally between the Department 
and the municipality of residence. No one is accepted unless the application 
comes from the attending physician and everyone in the Province who has 
suffered from the disease is eligible for prophylactic treatment. 


Public Health Nursing 


This provincial Section of Public Health Nursing provides recruitment, 
training, assignment of nursing staff, consultation to various institutions, special 
nursing services to tuberculosis control, crippled children and adults, venereal 
disease control, and generalized public health nursing. Most of the nurses are in 
the local health units and only a few in the central offices. Much of their work is 
described under other programme headings. 
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In certain districts, a generalized nursing programme is available, including 
bedside nursing, home visits, and health supervision in schools, comprising 
classroom inspection and talks, examinations, treatments, and interviews with 
teachers. In addition, immunization clinics are held in these districts and 
assistance is given to physicians with immunization against communicable 
disease of school and pre-school children. 


Laboratory and X-ray Services 


The provincial Section of Laboratory Services administers the Central | 
Provincial Laboratory in Winnipeg and two branch laboratories serving other 
parts of the Province. Tests are performed free of charge. There is special 
provision at the Central Laboratory for the diagnosis and investigation of virus 
infections. | 


The Manitoba Health Services Act of 1945 provides for the establishment of | 
prepaid laboratory and X-ray units in the Province. Six such units have been 
established. The staff are members of the provincial Health Department. 


Further extensions are planned as personnel are available. Where these - 
units exist, they are housed in hospitals and operate all in-patient lab and X-ray 
services for the hospital. 


Northern Health Services 


The provincial Department began a Northern Health Services Programme in | 
1959 in the unorganized territory north of the 53rd parallel. The Section is staffed 
by a medical director, two public health inspectors and four public health 
nurses and clerical staff. Activities include the organization, implementation and 
administration of a long-term integrated preventive and curative programme 
using all the resources of the Department and professional resources available, 
the transportation of urgent cases from remote areas to hospital, the provision for 
local health services at The Pas, the organization of camps and the utilization of 
industrial doctors as medical officers, and close co-operation with the Indian and 
Northern Health Service of the Department of National Health and Welfare. 


Elsewhere in unorganized territory arrangements are made with the local 
physicians to give medical care as well as public health service to residents. An 
emergency transportation system is arranged in an effort to bring patients who 
are a provincial responsibility in to aid. It also looks after transportation to and 
from hospital of indigent patients who are a provincial responsibility. 


Municipal Doctor Plans 


There are nine medical care districts in which municipal physicians on 
salary are serving. In effect, these districts have local prepaid medical plans. 
Municipalities and municipal doctors are eligible for municipal grants if they are 
included in both a local health unit and a laboratory and X-ray unit. 


Hospitals and the Hospital Insurance Programme 


At the end of 1962, Manitoba had 108 hospitals of all types, with 10,818 beds 
available. Of these, 817 were for the care of the chronically ill, 74 for 
communicable diseases, and 5,586 for acute general use.1 The hospitals are 
operated under lay, religious, municipal, provincial and federal auspices, with | 
the largest number of beds available for general use. 


1 Rated bed capacity. 
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In July 1958, the comprehensive Manitoba Hospital Services Plan was 
begun. Initially, under the administration of a Commissioner with more limited 
functions, the programme has since been placed under the jurisdiction of the 
Manitoba Hospital Commission established in July 1962. It has responsibility for 
both the insurance side of the programme and for the licensing, inspection and 
control of standards of all hospitals, with the exception of mental and tuberculo- 
sis facilities, and for the planning and development of the hospital system in the 
Province. The Commission is directly responsible to the Minister of Health. 
Benefits under the insurance programme include complete in-patient care at the 
standard ward level. Out-patient services include emergency care within 24 hours 
of an accident and some 50 specified procedures. Electro-shock therapy, examina- 
tion of tissue specimens removed in a hospital, and physiotherapy, occupational 
therapy, and speech therapy, when provided in four designated hospitals are also 
insured out-patient services. Provision is made for out-of-province benefits. 
Premiums are compulsory and are collected through payroll deductions for 
employer groups of three or more, and by semi-annual or annual payments 
payable at municipal offices, for all other persons. Premiums account for 
approximately 33 per cent of total revenues required by the Commission; the 
balance of the provincial share of the cost is provided from the general revenues 
of the Province. All recipients of public assistance and recipients of the Old Age 
Security Pension who have little or no income besides their pension, are insured 
without payment of premium. Although mental and tuberculosis care are not 
provided as insured benefits under the Manitoba Hospital Commission, such care 
is provided to residents of Manitoba without charge, as part of provincial health 
services. 
| 
. 


Mental Health 


The provincial Department of Health, through its Psychiatric Division, oper- 
ates two mental hospitals for the treatment and custodial care of the mentally ill 
at Brandon and Selkirk. A Hospital-School for mental defectives is located in 
Portage la Prairie. In Winnipeg, the Psychiatric Institute provides diagnostic 
services and early short-term treatment. There are three out-patient depart- 
ments in Winnipeg, Brandon, and Selkirk, as well as child guidance clinics 
operating in the Province. Full-time mental health clinics are located in areas 
surrounding the established institutions. 


Rehabilitation 


} The Provincial Government has designated the Society for Crippled Chil- 
dren and Adults as the central rehabilitation agency. The Manitoba Sanatorium 
Board, the Canadian National Institute for the Blind, and Workmen’s Compensa- 
tion Board serve the tuberculosis patients, the blind, and injured workmen. 
There are also other agencies providing certain services for specific groups, such 
as the Canadian Arthritis and Rheumatism Society, the Greater Winnipeg Child 
Guidance Clinic, Speech and Hearing Clinic, the Manitoba Association for 
Retarded Children, the Canadian Paraplegic Association, and The Multiple 
Sclerosis Society. 


The Provincial Co-ordinator of Rehabilitation Services generally supervises 
rehabilitation programmes, screens applicants, and promotes co-operation Ke 
tween the agencies and community resources. The Central Registry lists the 
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disabled persons of which it is estimated there are about 4,000 registered as 
active files. The following services are offered: 


1. Medical, surgical or psychiatric procedures required in the treatment 01 
disabling conditions. 

2. Prosthetic appliances and training in their use. 

3. Rehabilitation counselling. 

4. Vocational services, testing, education, vocational training, and _ jot 
placement. 

5. Psycho-social adjustment services. 


During 1962, the Rehabilitation Hospital with some 200 beds was opened in 
Winnipeg. All aspects of medical rehabilitation are provided. The hospital is the 
primary clinical resource in the Province for doctors and hospitals. It contains 
the new School of Medical Rehabilitation for the education and training of 
physio- and occupational therapists. The hospital is administered for the Prov- 
ince by the Manitoba Sanatorium Board. 


The programme of the Society for Crippled Children and Adults includes ar 
assessment clinic, provision of treatment services and prosthetic appliances 
guidance, and follow-up services for all types of physical disability. The 
Provincial Government designated the Society to provide comprehensive service: 
to physically disabled children and adults. Rehabilitation assessment and 
follow-up services to chronically disabled people with a limited total potentia! 
because of the combination of disability, age, social disfunction, and economic 
incapacity, are provided by the Alternative Care and Elderly Persons Housing 
sections of the provincial Welfare Department. This work is tied in with other 
rehabilitation services through the Provincial Co-ordinator. Physiotherapy 
occupational therapy, and speech therapy are insured out-patient benefits unde 
the Hospital Insurance Plan when these services are provided by the Rehabili- 
tation Hospital and the Municipal Hospitals of Winnipeg, by the Assiniboine 
Hospital in Brandon, and by the Clearwater Lake Hospital at The Pas. 


The Society for Crippled Children and Adults employs a staff of 14 socia’ 
workers and psychologists to provide case work and vocational counselling an¢ 
to co-ordinate the various services. Medical assessment is carried out by private 
physicians at regular out-patient clinics or at rehabilitation assessment clinics 
attended by specialists as needed. The Chief Medical Consultant of the Society 
advises on policy. Maintenance of residence outside Winnipeg is provided during 
the period of assessment and treatment. 


The industrial workshop in Winnipeg operated by the Society provide: 
vocational evaluation, work conditioning, and sheltered employment. Followins 
assessment and approval by the training and selection committee, disablec 
persons who require training in order to enter competitive employment are sent 
to the Manitoba Technical Institute or to private schools. In addition to utilizing 
the services of the National Employment Service, the Society for Cripplec 
Children and Adults employs two special placement officers to aid the mort 
severely handicapped in finding employment. 


The children’s programme of the Society for Crippled Children and Adult: 
serves most handicapped children except those with visual defects, rheumatit 
heart disease, and mental defects, who are cared for by other agencies. Under th¢ 
Society’s Chief Medical Consultant medical evaluation is arranged with privat 
specialists in Winnipeg and diagnostic clinics held in rural areas and specia 
cerebral palsy clinics at the Children’s Hospital. Most children receive medica. 
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are in hospital as staff patients. Treatment is also purchased from specialists. 
rthopaedic aids and wheel-chairs are supplied by the Society. Two social 
orkers handle referrals, arrange clinics, and provide social assessment in case 
ork follow-up. 


Initial screening clinics in rural areas are arranged, attended by a team of 
sychologists, speech and hearing therapists, and social workers. These are 
bllowed by the regular diagnostic clinics attended by medical specialists, social 
rorkers, and a physiotherapist. Consultant services are provided by the family 
octor. Arrangements are made to send to Winnipeg hospitals any children in 
eed of treatment. 


The Winnipeg Health Department screens all school children and identifies 
1e handicapped. It maintains records of them and refers them for treatment 
rith appropriate agencies such as the Society for Crippled Children and Adults 
nd follows up each child. The provincial health units also screen school children 
nd maintain registries of handicapped children and assist the Society in 
rganizing diagnostic clinics and arranging treatment in Winnipeg. The Educa- 
on Department pays the cost of educating blind and deaf children in residential 
zhools outside Manitoba and employs teachers in several hospitals. It operates a 
ay school for deaf and hard of hearing children in Winnipeg. The Child 
tuidance Clinic of Greater Winnipeg provides psychological testing and voca- 
ional guidance. Its speech and hearing department give a school consultant 
ervice as well as therapy. 


thronic Disease Services 


_ During 1960 an alternative care assessment and follow-up programme, as 
lternative to active treatment hospital care, was developed by the Province. Its 
yurpose is to serve people who may not become economically independent but 
‘an benefit from proper assessment of potential abilities and rehabilitation 
ervices to maintain the maximum functional level and placement in a suitable 
nvironment. Joint health and welfare assessment panels are organized in several 
iealth unit areas involving senior personnel, i.e., the Medical Director of the unit 
nd the Welfare Supervisor, to review and plan for the care of chronically ill 
»ersons. A similar panel covering the Greater Winnipeg area and operated by the 
Yepartment of Public Welfare has been in operation for several years. In 
ecognition of the specialized needs of patients with chronic and long-term 


lInesses, special emphasis has been placed on the development of extended 
reatment facilities in the Province. At the end of 1962, total capacity in extended 
reatment beds had more than doubled from 1958. The additional beds were 
‘btained by the conversion of existing tuberculosis facilities which were no 
onger needed due to the rapid reduction in requirements for hospital facilities 
or tuberculosis patients. In the planning of extended treatment facilities the 
ieed has been recognized for the provision of extended treatment units in the 
maller centres of the Province, affiliated with existing acute general hospitals. 
Inder this programme, a first unit of 35 beds has been completed at Dauphin, 
Manitoba, and others are in the planning stages. The extended treatment 
acilities in the Winnipeg area are also to be augmented in the immediate future 


xy the addition of approximately 200 beds. 


Cancer Control 


_ The Manitoba Cancer Treatment and Research Foundation is subsidized by 
the Province and administers all cancer activities. A free biopsy service 1s 
ivailable and diagnostic services are provided free to medically indigent rural 


| 
| 
| 
| 
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residents. In the Greater Winnipeg area services are available through th 
out-patients’ department of the Winnipeg General Hospital and St. Bonifac 
Hospital, with which the Foundation is associated. A deep X-ray therapy an 
cobalt bomb treatment centre is maintained by the Foundation in associatio 
with each hospital. Treatment is free to all residents. A radium treatment is als 
available in each hospital. 


Home Care 


The Winnipeg municipal hospitals began a home care plan in 1956 to car 
for a number of poliomyelitis respirator patients. It has since been broadened t 
include patients with chronic illness and integrated with the Home Car 
Programme of the Winnipeg General Hospital. Services include regular medicé 
follow-up and social service arrangements for special needs. Costs of attendar 
home nursing or housekeeper service and special equipment are met by th 
provincial Health Department and the Society for Crippled Children and Adult 


Care of the Aged 


Joint health and welfare panels for the aged are organized in several healt 
units involving the medical health officer and welfare supervisor to review ar 
plan for the care of chronically ill persons. Institutions and boarding hom 
for the aged are supervised by the Departments of Health and of Publ 
Welfare. Provincial construction grants are paid to municipalities and othe 
organizations building such facilities. Costs of maintenance of the aged in hom: 
for the aged are covered on the basis of need by the Province. 


Welfare Programmes 


Indigent medical care is provided under an agreement with the Manitok 
Medical Association and the Manitoba Medical Services Plan by the provinei: 
Welfare Department for cases of need among the aged and infirm including tho: 
in nursing homes or institutions, the blind, the physically or mentally disable 
mothers with custody of dependent children, and neglected children. Servic: 
include medical, surgical, optical, and dental care, essential drugs, remedial ca 
and treatment including physiotherapy, emergency transportation, and chir 
practic. Persons in receipt of provincial assistance are covered under the Hospit 
Services Insurance Programme without payment of premiums. Persons exem) 
from the payment of premiums in this way include recipients of Mother 
Allowance, Child Wards of the Province or children under the care of tl 
Director of Public Welfare or Children’s Aid Society, and recipients of the Blir 
Persons’, Disabled Persons’, and Old Age Assistance Allowances. In addition, 
high percentage of old age security pensioners have been exempted on the bas 
of a means test. Other residents of most municipalities are assured of covera: 
by arrangements under which a municipality guarantees premium payments | 
all legal residents and in return receives assurance that all legal residents will | 
continuously covered as insured persons under the hospital services programm 
This provides uninterrupted coverage to persons who are from time to tin 
unable to pay their premiums. One hundred and eighty out of a total of 1! 
municipalities participated in this programme at the end of 1962 and more thi 
95 per cent of the population of Manitoba thus came under the guarante: 
insured status. Unless they provide for this contingency by guaranteeil 
premiums in this way, municipalities are liable under provincial legislation f 
unpaid hospital accounts incurred by legal residents. 
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_ Except in the municipal doctor areas other indigents receive medical 
reatment as provided at local discretion on a fee-for-service arrangement 
etween the doctor and municipality concerned. The municipality is reimbursed 
y the Province either at a rate of 40 per cent or at 80 per cent of any amount in 
xcess of one mill under equalized assessment. The Province is responsible for 
idigents without established municipal residence or in unorganized territory. In 
ne case of the municipal doctor districts, the municipality pays the premium or 
‘roperty tax for indigents. 


’rovincial Comments 


| One correspondent writes: 


“T heartily endorse your concept of larger health regions, involving both hospitals 


nd health departments, and probably welfare and housing authorities. 
| “ast summer our Nursing Division carried out a survey of all lapsed cases from. 


‘hild health centres in one district. It was their finding that lapsed cases was the true 
erminology. The Manitoba Medical Service is probably the most comprehensive 
yrepaid scheme in Canada. I have not seen their figures, but I would venture that they 
vould also show negligible medical attendance after one year except in acute illness. 
'feel there really is a gap in health supervision between infancy and kindergarten. 
‘his is the period where disabilities of hearing, sight, mentality, heart and even 
ocomotion are probably overlooked. 


| “I agree with attachment of public health nurses to general practitioner groups. I 
hink this is difficult in the city, but feasible in rural areas and even more desirable in 
ural areas where only one physician practices. I think there would be initial 
‘esistance by many practitioners and possibly health officers. 


' “I do not think consultants in clinical fields should be too closely linked to health 
lepartments, preferably they should be on the full-time staff of a hospital region 
ind be selected and hired by the attending staff of that region. 


“I agree on a combined nursing service. Unfortunately our present system with its 
tontrols makes expansion of health department staff more difficult than voluntary 
igencies, even though the latter are largely dependent on government grants. Hence 
voluntary services expand into fields more logically covered by official agencies. 


_ “T can see the logical necessity of a regional system, with co-ordination of facilities 
and economical sharing of both staff and facilities. I think local pride is a major 


stumbling block here. The public health and hospital regions should be identical in 


area, and linked in administration. 


| “I feel very strongly on the subject of social welfare services. One of the latest bits 
of social work jargon is the ‘family centred service’. I feel that this has always been a 
feature of the visiting public health nurse. Whether she likes it or not she is 
involved in social and welfare work. This is so in the City, but is even more so in rural 
areas where the visiting nurse is the only representative of health or welfare services. 
[ feel we should accept this role of the public health nurse as the family centred field 
worker, and offer additional training in recognition of when and where to refer. The 
University of Glasgow is training combined public health nurse—social workers. 


“I am in agreement with combined health and welfare departments and regional 
offices. I agree on the regional board system with the maximum local autonomy of that 


board within defined limits and patterns. I agree that more training in administration 


is required by most health and welfare people including this writer.” 


A second correspondent writes: 

“We have reached very much the same kind of regional concept that appears in 
your recommendations. Acceptance of such a goal will depend primarily on provincial 
Public Health Departments and Hospital Commissions.” 
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A third person writes: 


“T feel quite strongly about the co-ordination and integration of the health servic 
through regionalization and am confident that many of our existing problems will n 
and cannot be resolved until such a policy is implemented.” 


SASKATCHEWAN 
Public Health 


Organization 


Public health services are provided through a system of health regio 
which cover the entire Province except for the Cities of Regina and Saskatoo 
The latter have their own municipal health departments with full-time medic 
officers of health and other staff which operate under boards of health. Each. 
the 12 health regions in the settled areas serves a population of approximate 
50,000—80,000 people and covers an area of between 6,000—18,000 square mile 
They are administered jointly by regional health boards and the provinci 
Public Health Department. Each health region is divided into public heal 
districts and the health regions include a city or major town as the region 
health centre. 


The northern half of the Province, known as the Northern Administratic 
District, is the only part of the Province not organized as a health region but as 
special health district which serves the population of less than 20,000 people ov 
an area of about 119,000 square miles. The headquarters for this health district 
at Prince Albert. The full-time staff there include a medical health officer, 
public health nurse—midwife supervisor, and a senior sanitary officer, who ma 
periodic visits throughout the area. The Public Health Department also mai 
tains four outpost hospitals in the district which are staffed by public heal 
nurse—midwives. These fall under the jurisdiction of the medical health office 


All regional public health personnel are full-time provincial civil servan 
A health region has on the average some 22 staff members including the medi 
health officer,! public health nurses, sanitary officers, health educator, nut 
tionist, educational psychologist, dental hygienist, and clerical staff. 


Regional boards of health function as the statutory bodies representing ea 
constituent rural or urban municipality in the region. They have authority 
introduce, finance, and administer, subject to the Minister’s approval, any type 
health programme. Thus, they may own and operate hospitals, though none ¢ 
Some are becoming interested in home care programmes. A _ tax-support 
regional medical care plan was established in 1946 in the Swift Current Heal 
Region. The programme continues to operate in somewhat the same form 2 
with a moderate degree of autonomy under the terms of The Saskatchew 
Medical Care Insurance Act of 1962 and its amendments. 


All urban and rural municipalities in a region appoint representatives— 
district health council, which, in turn elects, on a population basis, one or more 
its members to the regional board of health. The district health councils we 


1All regional medical health officers hold the Diploma of Public Health or its equivale 
Several also are certificated specialists in Public Health of the Royal College of Physicians 2 
Surgeons of Canada. 
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originally conceived as one place where community understanding of public 
health services could be initiated. They have had limited success in this respect. 
They meet to discuss programmes and issues, to hear reports from the regional 
medical health officers, and to fill vacancies on the regional board. The regional 
health board meets periodically to review the health progress in the region and 
to consult with and advise the regional medical health. officer. It is responsible 
also for reviewing the budget and making recommendations to the Minister of 
Public Health. 


| Regional public health services are financed jointly by the Province and the 
municipalities. Provincial tax revenues meet about 75 per cent of operating costs 
on the average. In no case is a municipality obliged to pay more than 50 cents 
‘per capita per year. National Health Grants are also used for financing certain 
services where available. 

The provincial Regional Health Services Branch supervises the work of the 
regional medical health officers and co-ordinates policies and services among the 
regions. The Department’s technical divisions provide direct services and consul- 
tation to the regions as needed. 


Sanitation 


Each health region employs qualified sanitary officers to carry out routine 
inspection duties for water supplies, sewage disposal, and milk production, 
processing, and distribution. Supervision of food handling, food outlets and 
restaurants, and all types of food processing plants is provided. The sanitary 
officers also carry on active health education work, for example, food handler 


schools and camp hygiene. 
| 


. The provincial Division of Sanitation (Sanitary Engineering) actively 
‘supports the health region work through consulting and technical services to the 
municipalities on water supplies and sewage disposal systems. It also carries out 
‘routine inspection of water and sewage systems. 


Four milk sanitarians employed by the Department supervise milk pasteuri- 
zation plants and the quality of pasteurized milk throughout the entire Province. 


Communicable Disease Control 


The local regions and municipal health departments operate under regula- 
tions governing the notification, prevention, control, and treatment of comrauni- 
cable diseases. Mass immunization is carried out in all health regions and the 
major cities. Protection against smallpox, diphtheria, pertussis, tetanus, and 
poliomyelitis is maintained. One unusual characteristic is that the bulk of the 
‘immunization procedures are carried out by public health nurses. Special 
emphasis is placed on immunization against poliomyelitis for both adults and 
children. Salk vaccine had been received by 97.8 per cent of children under 16 
years of age and 69.1 per cent of adults between 17 and 40 years of age by 
December 30, 1960. During 1962, about 85 per cent of the population received 
‘one dose of tri-valent, oral, Sabin vaccine. All children received a second dose of 
| Sabin vaccine in February and March of 1963. 


In all health regions, programmes for the control of streptococcal disease 
which can lead to rheumatic fever are conducted. These include the free 
distribution of penicillin for streptococcal infection, including scarlet fever, and 
continuous prophylaxis in proven cases of rheumatic fever. Medical Advisory 
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Committees function in each region to assess cases submitted by the attendin 
physicians. 


Tuberculosis Control 


Since 1911 the Saskatchewan Anti-Tuberculosis League has been respon 
sible for the programme of tuberculosis control and treatment under th 
Tuberculosis Sanatoria and Hospitals Act. Two sanatoria are in operation, a 
Saskatoon and at Fort Qu’Appelle. Provincial assistance is provided by a pe 
diem grant of $4.00 from the Province for all patients. The balance of the cost i 
raised by tax levies on the municipalities. In addition, the Dominion Governmen 
purchases services for Indians and Eskimos, and National Health Grants ar 
made available for preventive programmes. The tax funds from the municipali 
ties amount to about one-half of the total cost. 


Case-finding programmes are conducted on a province-wide basis usin: 
mass tuberculin testing and follow-up chest X-ray procedures, and specia 
surveys of particular exposure and high risk groups, such as those in th 
northern districts. Hospital admission miniature chest X-rays are carried oui 
Regular chest clinics are held at the sanatoria and at certain communit: 
hospitals. The case-finding activities are supported mainly from voluntar 
donations, such as the Christmas Seal campaign. 


Preventive services among the Indians are carried out by the Indian an 
Northern Health Services of the Department of National Health and Welfare i: 
co-operation with the League. The former conduct the surveys and the Leagu 
interpret films and provide clinical referral services. 


Venereal Disease Control 


This programme is directed by the provincial Division of Venereal Diseas 
Control. Government clinics for the free treatment of cases and contacts ar 
provided in Regina, Saskatoon, Moose Jaw, and Prince Albert. Practisin, 
physicians are reimbursed for treatment. Contact examination, case-finding, an 
contact follow-up are carried out by the staff of the Health Regions and cit’ 
Health Departments. Free treatment drugs are provided. Hospitalization is pai 
for where considered necessary. Consultative services are available to phyician: 
An education programme is carried on by the Division of Health Education. 


Maternal and Child Health 


The provincial Division of Child and Maternal Health has two full-tim 
consultants, an obstetrician and a paediatrician, both trained in public health 
whose services are available for consultative work and who set standards 
develop programmes, and co-ordinate activities among the regions. 


In the health regions, the public health nurses carry out prenatal classes ant 
visiting and post-natal visiting in co-operation with local doctors and hospital 
personnel. Routine phenyl-ketonuria testing is done on newborn infants. Chil 
health services are provided through conferences or clinics. The regiona 
nutritionist gives advice on maternal and infant diets. 


School Health Service 


In the health regions, pre-school clinics are held. The public health nurse 
carry out an active school programme, including classroom visits and conference 
with teachers and school officials. Under the prevention of blindness programme 
children with defective vision are referred for ophthalmological examination an 
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vreatment, if indicated. If they require glasses, these are provided without charge 
when the parents are unable to pay. The regional nutritionist carries on a school 
iutrition education programme. The educational psychologist works closely with 
eachers in promoting sound mental health practices in the classroom and in 
randling “problem” children. The sanitary officers check on lighting, water 
supply, waste disposal and safety of playgrounds in the schools. The provincial 
dealth Education Division works closely with the schools. 


2ublic Health Nursing 


' Most local regional services have been described. The provincial Division 
»rovides consultation to and co-ordination among the regions. This Division also 
arranges for and supervises field experience in public health nursing for students 
‘rom the university and hospitals. Further, the provincial Director of Nursing is 
issisted by four nursing consultants who assist and advise on Maternal and Child 


dealth, Rehabilitation Nursing, and other public health nursing programmes. 


Laboratory Services 
' Public health tests and other examinations are provided free through the 
Public Health Laboratory in Regina. In addition it provides a mail order clinical 
‘esting service for doctors in small hospitals and rural areas. The Provincial 
uaboratory supplements whatever examinations are available on the local level. 
{t serves as a reference and standards laboratory for clinic and hospital 
.aboratories in the Province. The major divisions of the laboratory are bacteri- 
ology, chemistry, haematology, immunology, virus, and milk and water. 


Dental Health Service 


The provincial Division carries out a consultative and promotional pro- 
gramme. Because of the inability to recruit a sufficient number of dental officers, 
only two regional dental care programmes for children are being carried out. 
These are in the Swift Current and Assiniboia Regions. Programmes in Regina 
and Saskatoon, which were preventive primarily but did provide some curative 
services, have been modified because of a shortage of personnel. 


Fluoridation of community water supplies is carried out in a total of 51 
urban communities. Health regions issue fluoride tablets to expectant mothers 
and pre-school children. Five health regions supported dental hygienists who 
conducted programmes of prevention and dental health education. These pro- 
grammes have had to be discontinued because of a shortage of hygienists. Under 
the Social Aid Act basic dental health care is provided for people in a variety of 
public assistance categories. 


Health Education 


The provincial Division has a most active programme and works closely with 
the health regions, schools, and other community groups in activities, such as 
anti-smoking work, mental health, and dental health. 


| 
Hospitals and the Hospital Insurance Programme 


The Canadian Hospital Directory 1963 lists 169 hospitals with 12,731 beds in 
Saskatchewan. Of these, 615 beds are for chronic diseases, 86 for contagious 
diseases, 6,744 for general use, 4,654 for mental illness, 47 for orthopaedic, and 
413 for tuberculosis. One hundred and twenty hospitals are operated by 
municipalities and the remainder by lay boards, religious orders, and the 
‘provincial and federal authorities. 
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The Saskatchewan Hospital Services Plan, started in 1947, was the first of it: 
kind in North America. It is now part of the Dominion-Provincial Programme 
On the payment of a personal or family tax, the plan provides standarc 
in-patient ward care for persons who have resided in the Province for thre 
months. Extra services such as drugs, laboratory work, X-ray diagnosis, an 
therapy, operating room, delivery room, and anaesthetics are provided. The 196: 
hospital tax is $20.00 for an adult or a maximum of $40.00 per family. There i 
no tax for dependents to the age of 18 years. Comprehensive out-patient service: 
are also provided under the Plan. 


Medical Care 


Under the Saskatchewan Medical Care Act of 1962 and regulations, paymen 
for the services of doctors is provided directly by the Medical Care Commissior 
or through designated medically sponsored agencies and a joint insurance 
company agency for all residents known as “approved health agencies”. The Plat 
is compulsory and is partially financed through a premium. The annual premiun 
is $6.00 for a single person and $12.00 for a family. This is collected as a joint ta: 
of $26.00 for a single person and $52.00 for a family. No details are being giver 
here. The Plan is simply mentioned in order to present a complete picture o: 
services. 


Mental Health 


Under the Saskatchewan Public Health Department, two mental hospital 
are operated at Weyburn and North Battleford. A Psychiatric Centre witl 
provision for 148 beds and comprehensive out-patient and day-patient service; 
is being opened in stages to serve the area in and around Yorkton. There ar 
intensive treatment psychiatric wards in general hospitals in Regina and Moos 
Jaw and full-time mental health clinics in these two centres and in Saskatoon 
Swift Current, and Prince Albert. Part-time mental health clinics are provide 
to 19 localities. A Psychiatric Research Unit rents space in the University 
Hospital at Saskatoon. The University Hospital operates a psychiatric ward an 
an out-patient service with financial support from the Department. 


The modern training school in Moose Jaw provides care to 1,109 retarde: 
children and adults. Accommodation for 300 retarded adults is provided in Princ 
Albert. 


Rehabilitation 


The responsibilities for rehabilitation are shared by several departments 0 
government and voluntary agencies. They operate within a co-ordinated struc: 
ture which minimizes gaps and overlap. At the governmental level an Inter: 
departmental Co-ordinating Committee on Rehabilitation meets regularly anc 
assigns responsibility to specific departments. On the provincial level a Co: 
ordinating Council on Rehabilitation representing some 40 agencies serves t 
acquaint voluntary, professional, and governmental agencies of programm‘ 
developments. A Provincial Co-ordinator of Rehabilitation acts as secretary 0 
the Interdepartmental Committee, as well as serving as Executive Director of th 
Co-ordinating Council. 


Comprehensive vocational rehabilitation services are provided by thi 
Department of Social Welfare. The Department of Public Health operates tw 
large physical restoration centres at Regina and Saskatoon and provides technica 
personnel on a loan basis to other programmes. It also operates an appliance ani 
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prosthetic centre. The Department of Education assists local communities to set 


up special classrooms for physically and mentally handicapped children and 
makes special grants to these children. 


The Saskatchewan Council for Crippled Children and Adults provides 
mobile clinics, job assessment and work conditioning centres, appliance services, 
‘and a transportation service for the handicapped. These programmes are assisted 
by the Department of Public Health. The Canadian Arthritis and Rheumatism 
Society operates a limited mobile physiotherapy service. Other active voluntary 
organizations are the Canadian National Institute for the Blind, Canadian Red 
Cross, Handicapped Civilians Association, and professional associations. 


In addition to benefits provided under the Medical Care Act, people with 
certain diseases or disabilities, such as alcoholism, arthritis and rheumatism, 
rheumatic fever, hearing and vision defects, cerebral palsy, polio, paraplegia, and 
jorthopaedic conditions may receive medical care through a number of public and 
voluntary programmes, mainly those conducted by the provincial Health 
‘Department and the Saskatchewan Council. 

} 

As well as the regular medical and diagnostic facilities available at the 
out-patient departments of the Physical Restoration Centres, there are clinics for 
cases of paraplegia, cleft palate, glaucoma, low vision, and neurological condi- 
tions, held at the University Hospital in Saskatoon. Weekly treatment clinics for 
polio, cerebral palsy and orthopaedic disabilities are held at the Physical 
Restoration Centres; also a cleft palate clinic is held monthly at the Saskatoon 
Centre. 


Home Care 


The Department of Rehabilitation Medicine of the University Hospital 
‘initiated an organized home care programme in 1959 for patients suffering from 
ineurological disorders such as hemiplegia, paraplegia, post-poliomyelitis and 
cases of depression. The project provides medical care, home nursing by the 
Victorian Order of Nurses, orderly service, social service, and housekeeping to 
about 50 patients annually with a daily case load of about 10. 

| 

: There are also two other home care projects. A home care programme 
‘operated by a community board is in operation in Moose Jaw with a case load of 
about 30. A home care programme for psychiatric patients who would ordinarily 
‘be admitted to hospital is in operation on a limited basis in Saskatoon under the 
‘guidance of the University Department of Psychiatry. Plans are under way for 
regional home care programmes integrated with the regional public health 
nursing services, which would undertake comprehensive nursing. 


Care of the Aged 


The Housing and Nursing Home Branch of the Social Welfare and Rehabili- 
‘tation Department of the Provincial Government provides skilled nursing-home 
‘care in several centres in the Province. Grants for construction are available to 
‘municipalities, religious bodies, and other groups, for building homes for the 
aged and housing projects. Maintenance costs for the needy or homes for the aged 
are shared between the Province and municipalities. 


| The Health Department has sponsored an “Aged and Long Term Illness 
‘Survey Project” to conduct research on health and social needs of this group as 
well as organizing a public education programme. A 16-member committee 
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worked two and one-half years to plan for the development of facilities and 
programmes for the aged and long-term ill. Regional conferences have been held 
at several regional centres. There have been studies, surveys of employers, and 
surveys of the over 65 age group in nursing homes, homes for the aged, and 
geriatric centres. The report of this committee was tabled in July 1963 and 
contains a large number of recommendations. 


Welfare Programmes 


Many have been mentioned already. Under the Saskatchewan Hospital 
Services Plan and Medical Care Insurance Plan, self-supporting residents able to 
pay their taxes are required to insure themselves, and public assistance 
recipients are covered by the Province. The municipality is responsible for 
paying the hospital tax and medical care premium for municipal residents who 
are unable to pay. The Department of Social Welfare and Rehabilitation 
reimburses the municipalities for about 93 per cent of the cost of assistance 
given those in need. Each year the municipalities are assessed on a per capita 
basis for about 7 per cent of the cost of social aid; the Province then reimburses 
them for all actual expenditures. 

Child welfare, adoption, and unmarried mothers’ services are provided by 
the Province. This includes costs of maintenance in institutional facilities. 


Provincial Comments 


Instead of much personal comment, our correspondents enclosed documenta- 
tion outlining their views. In general, these materials support the concept of a 
regional development of health services including public health services, general 
and basic specialist medical care, hospital care, social welfare services, mental 
health services, geriatric services, organized home care services, ambulance 
services, nursing homes, rehabilitation services, and certain other services. A 
regional demonstration project is suggested in order to solve practical problems 
in implementing the proposals. The materials included: 


1. Proposals for the Organization of Health Services for Saskatchewan, @ 
submission by the Regional Boards of Health of the Health Regions oi 
Saskatchewan to the Advisory Planning Committee on Medical Care 
(January 12, 1961), (mimeographed). ; 

2. Continuing Committee on Regional Boards, Supplementary Report on 
Proposed Integrated Health and Welfare Regions, a submission to the 
Advisory Planning Committee on Medical Care (July 7, 1961). 
(mimeographed). 

3. Government of the Province of Saskatchewan, Brief to the Royal Com- 
mission on Health Services (January 1962), (mimeographed) and 
supplement of August 27, 1962 (mimeographed). 


ALBERTA 
Public Health 


Organization 


Responsibility for health services rested with each local municipality unti 
1929 when legislative provision was made for the organization health unit: 
each serving a group of municipalities. There are now 24 health units, eact 
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‘serving an average population of 28,000 people and covering the settled areas 
excluding Edmonton and Calgary. The administration is provided by a local 
board composed entirely of members appointed by the participating municipal 
councils. Each unit area is divided into wards and from each of these there 
is a representative from one of the included municipal councils. Thus, board 
‘size is kept relatively small. Staff appointments are made by the health unit 
boards.t Day-to-day administration is by the medical officer of health. The 
average staff consists of a medical officer of health, four to five public health 
nurses, one sanitary inspector, one or two stenographers—technicians, and a 
part-time secretary-treasurer. 


The cost of operation is divided between the Province and the local 
‘municipalities.2 The method of provincial payment is a general per capita grant 


‘according to the size of the unit. The municipalities which constitute the unit 
must provide an amount equal to at least two-thirds of the provincial grant. 


Full-time city health departments providing a full range of public health 
‘services, including school health services, serve Edmonton and Calgary. They 
receive annual provincial grants of 50 cents per resident for general public 
‘health purposes and 10 cents per resident for dental health services. 


| Except in a few districts served by municipal nurses,+ public health 
services in sparsely settled, unorganized areas, which are not included in a 
health unit, are a direct responsibility of the provincial Department of Public 
| Health. 

The provincial Division of Local Health Services provides advisory and 
consultative services to the local boards and staff on administrative and technical 
matters. It also handles the payment of grants to city health departments and 
health units. Basic services are decentralized but the provincial Department 
of Public Health and Provincial Board of Health supervise and subsidize local 
services and operate directly certain special services and services in unorganized 
areas outside health units. 


_ Sanitation 

| The major responsibility for sanitary inspection and education rests with 
the local public health department or health unit, whose sanitary inspectors 
_are responsible for supervising all aspects of environmental sanitation including 
| food supplies, dairies, slaughter houses, bakeshops, restaurants, tourist camps, 
logging camps, water supplies, and sewage disposal systems. The provincial 
Division of Sanitary Engineering offers a consulting service to city health 
departments and health units, but assumes direct responsibility for the special 
problems of stream pollution and air pollution which are related to the petro- 
leum and petro-chemical industries. Law enforcement in relation to environ- 
mental sanitation is invariably left to local boards of health. 


Communicable Disease Control 


| The local health departments and units carry out the regulations about 
‘notifiable diseases, implement isolation and quarantine measures, distribute free 


egory of health unit employee. This 


1There is a provincially set minimum salary for each cat : 
lic Service Pension Fund. 


scale also serves as the basis for contributions to the Pub 
. 2Minimum expenditure is about $1.60 per capita per year. 
3A grant for dental services amounting to one-fifth of the general grant is also given. 
‘Municipalities may appoint nurses. A few in unorganized areas outside units have done so. 


) 
| 
| 
| 
| 
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biologicals, and carry out immunization programmes. Emphasis is placed 
on immunization against poliomyelitis in persons up to the age of 40 years. 
Nearly all immunization is done by public health nurses. This assures con- 
tinuity of service and uniformity in recording. | 


Under the Rheumatic Fever Prophylaxis Programme, children under 18 
years of age whose physician reports a history of rheumatic fever are eligible for 
prophylactic benefits including distribution of penicillin tablets. | 


Tuberculosis Control 


Tuberculosis services in Alberta are the joint responsibility of the provin- 
cial Division of Tuberculosis Control, the Alberta Tuberculosis Association, and 
the local health units. The Division directs the over-all preventive programme, 
operates diagnostic clinics, and administers the two sanatoria at Edmonton and 
Calgary. The Alberta Tuberculosis Association supplies personnel and equip- 
ment for general survey work and other preventive and welfare measures with 
the co-operation of the local health units. The costs of mobile units are shared 
between the Province and the Association. Local health units and city depart- 
ments are responsible for screening positive reactors among the school popula- 
tion as well as tracing contacts. 


Venereal Disease Control 


The Division of Social Hygiene of the provincial Health Department 
conducts the venereal disease programme. Compilation of data, advisory and 
consultation services to physicians, and the supplying of drugs free of charge to 
doctors are part of the service. Clinics are located in Edmonton, Calgary, and 
Lethbridge, and in two jails. A mobile clinic serves the remote areas. 


Maternal and Child Health 


These programmes, carried out largely by the public health nurses, are 
decentralized through local health units and municipal nursing districts as part 
of the general public health programme. The services include prenatal classes, 
post-natal visits, infant and child health conferences, clinics, and home visits, 
and pre-school consultations and visits. Immunization is given to children 
against diphtheria, tetanus, pertussis (only up to 5 years of age), poliomyelitis 
and smallpox. Prenatal supervision is provided by family doctors, out-patient 
clinics in larger hospitals, and by the Victorian Order of Nurses in Edmonton, 
Calgary, Lethbridge, and Medicine Hat. 


A provincial Registry of Crippled Children is maintained. 


Health Education 


The Health Education Service of the Division of Local Health Services 
provides a consultative and advisory service in planning and implementing 
public health programmes to meet specific health needs. The service encom- 
passes two broad areas, first, working with people on an individual and group 
basis, and second, the selected use of the various media of communication. 


Nutrition 


The Nutrition Services Section provides a school service including anima! 
feeding demonstrations, food survey records, and materials for teachers. Educa- 
tion in the school lunch programmes is carried out on a long-term basis. 
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Dental Health Service 


A dental service may be provided by city health departments and health 
units under full-time or part-time dental directors. These services are primarily 
of a preventive nature,! but emergency treatment also may be included. 
Emphasis is placed on the childhood population. The provincial Division gives 
consultation and financial aid to these programmes. The annual dental grant 
available to health units is equivalent to one-fifth of the general health services 
grant. The grant must be matched locally by two-thirds of its amount. Cities 
with a population of over 100,000 are eligible for payment of ten cents per 
capita per year. The dental programme has been limited in extent of service 
offered and in the number of areas with service by shortages in personnel. 


Laboratory Services 


Two public health laboratories are operated by the University of Alberta 
for the Department of Public Health. The central laboratory is in Edmonton 
and a branch is in Calgary. 


Hospitals and the Hospital Insurance Programme 


The Hospitals Division of the Alberta Department of Public Health is 
primarily responsible for the Hospital Insurance Programme. The costs are 
covered about 40 per cent from federal sources. The provincial share comes from 
general revenue. A monthly payment is made to each hospital based on the 
number of beds. The payment covers the approved cost of the hospital less 
income from other sources. This is the cost of maintaining a hospital ready to 
receive patients while the co-insurance paid by the patient on a per diem basis 
approximately covers the extra cost of his stay. The co-insurance rate is from 
$1.50 to $2.00 per patient-day. Public welfare recipients do not pay co- 
insurance. 


According to the 1962 Canadian Hospital Directory, there were a total of 135 
hospitals with 16,385 beds in Alberta, 1,824 were for chronically ill, 36 for 
contagious, 32 for convalescent, 8,577 for general use and 4,834 for mental 
patients. There were 84 beds for orthopaedic patients and 998 tuberculosis 
beds. 


Mental Health 


Under the Mental Health Division of the Department of Public Health there 
are three main sub-divisions; Institutions, Guidance Clinics, and the Eugenics 
Programme. There are hospitals located at Ponoka, Claresholm, Raymond, 
Edmonton, and Camrose. There is a training school for mental defectives at Red 
Deer. There is a special section for the care of emotionally disturbed children. 
Psychiatric wards are operated under the Hospital Insurance Plan at hospitals in 
Edmonton and Calgary and extensive out-patient services also provided. 


Guidance clinics are held regularly at Edmonton, Calgary, Lethbridge, and 
Red Deer. Local clinics under health unit arrangements are visited periodically 
by guidance clinic teams. 

The Sexual Sterilization Act enacted in 1928 was the first of its kind in the 
Commonwealth. Administration is by the Eugenics Board appointed by the 
Lieutenant-Governor in Council. 


1For example, cleaning, scaling, and application of topical fluorides to children. 
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Rehabilitation | 
The Department of Public Welfare has established a vocational rehabilita-| 


tion programme in co-operation with the Department of Education, National 
Employment Service, and other agencies. The Department of Public Health 
operates restorative services for cerebral palsy, young arthritics, poliomyelitis, 
and other chronic diseases. The voluntary organizations concerned with specifick 
disability groups also provide services. The services available are hospital and 
medical care, physiotherapy, both in- and out-patient service, dental, optical,) 
nursing, podiatric, and chiropractic, under approval of the Medical Services) 
Division. Prosthetic services to post-polio and cerebral palsy patients are 
provided by the Public Health Department. The Department of Public Welfare! 
provides prostheses, including hearing aids, as part of the medical treatment 
service in its rehabilitation programme for disabled people. Vocational rehabili-' 
tation services are available to those aged 16 or over under the Public Welfare 
Act. Employment services for the handicapped are available through the Na- 
tional Employment Service. 


In Edmonton and Calgary there are public clinics for alcoholism 
rheumatoid arthritis, and cerebral palsy. The University Hospital has orthopae- 
dic, orthoptic, and glaucoma clinics. The Children’s Hospital has orthopaedic and 
orthoptic clinics. 


Out-patient physiotherapy at a number of hospitals and occupational 
therapy at several hospitals are also provided. | 


The provincial Co-ordinator of Rehabilitation works closely with various 
voluntary groups serving the disabled, and chairs the Inter-departmental Re- 
habilitation Committee which reviews, advises on policies, and co-ordinates 
government services. The Alberta Council for Crippled Children and Adults is 
a voluntary central provincial body that co-ordinates the services of approxi- 
mately 50 organizations, including local rehabilitation societies, The Cerebral 
Palsy Association, service clubs, and other groups interested in rehabilitation. 
The Council may pay for services on behalf of children referred by the 
affiliated groups and clubs. Services the Council may provide include trans- 
portation to treatment centres, diagnosis, medical care, prostheses and appli- 
ances, and other special needs, where financial need exists and where these 
services would not be available otherwise. The Council operates a summer camp 
for disabled children and adults. Principal treatment facilities are the Alberta 
Children’s Hospital and the University of Alberta Hospital. a | 


Some of the voluntary health agencies concerned with rehabilitation o/ 
specific disability groups include the Alberta divisions of the Canadian Tuber- 
culosis Association, Canadian National Institute for the Blind, the Canadian 
Arthritis and Rheumatism Society, the Western Canada Epilepsy League, and 
The Cerebral Palsy Association. Some provide services to the disabled regard- 
less of disability. Government-supported rehabilitation workshops for vocation- 
al training in limited programmes and for sheltered employment are operated by 
voluntary societies in Edmonton, Calgary, Lethbridge, and Medicine Hat. The 
Canadian Foundation for Poliomyelitis and Rehabilitation, Alberta Chapter, 
co-operates with other rehabilitation agencies wherever there are unmet needs. 
An out-patient rehabilitation centre for injured workmen is maintained in 
Edmonton by the Compensation Board. The University of Alberta Hospital. 
Edmonton, also has extensive facilities. The Alberta Council for Crippled 
Children and Adults provides services not available under government auspices 
to handicapped children. 

| 


| 


| 
| 
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The Education Department has the responsibility for special education, 
operates the Alberta School for the Deaf, and supports local school boards and 
voluntary groups in maintaining special classes for exceptional children. 


The Alberta Hospital Insurance Plan covers chronic disease. It has approved 
ten nursing homes and will build 32 auxiliary hospitals. These will serve 
geriatric and long-stay patients who require mainly nursing and physiotherapy. 


Home Care 


Home care nursing services are provided by the Victorian Order of Nurses 
in Edmonton, Calgary, Lethbridge, and Medicine Hat. 


Care of the Aged 


A number of homes for the aged have been built by the Provincial 
Government during the last three years. These are administered by local 
boards under the general supervision of the Alberta Department of Public 
Welfare. 


Welfare Programmes 


The Province reimburses municipalities for 80 per cent of general public 
assistance given and covers allowances for the mentally or physically handi- 
capped, mothers with dependent children, and those who are not able to be 
self-supporting because of age. 


Child welfare, adoption, and unmarried mothers’ services are administered 
by the Province. 


Provincial Comments 


Our correspondents urged that further studies be done in each province 
because of provincial variations. 
One correspondent writes as follows: 


“I feel that the brief gives a good general picture of existing services, gaps in 
services, problems and needs in the four areas in which the survey was made. 
I think, as you have mentioned, that it is unfortunate time did not permit a similar 
survey being made in each province. 


“I am attaching hereto an outline of observations I have made concerning various 
matters dealt with: 


“While salaries now paid to qualified public health personnel are considerably 
better than those paid a few years ago they are still, in many cases, considerably 
below a level that will attract to and retain bright young men and women in the 
public health field. If the qualified personnel required to staff regional health and 
welfare units are to be obtained, provision must be made for a great increase in 
the number of scholarships available to such persons. 


“In many cases today it is not possible to obtain experienced public health 
personnel as replacements for those retiring. Provision should be made to continue 
the services of well-trained and experienced personnel approaching the usual age of 
retirement where such persons are active and capable of rendering excellent service. 
The loss of highly skilled personnel still eminently capable of rendering fine service 
is one we can ill afford. 


“In regard to the recommendation that all health and welfare services be 
integrated and consolidated in regional health and welfare units, such a programme 
has many advantages. However, many problems, local and provincial, would arise 
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as a result of such a programme. A great deal of education would be required in 
local areas as opposed to the advantages of such a programme before it was put in 
effect. There is a real danger of the welfare budget, especially in a rapidly expanding 
welfare programme, becoming so large as to completely overshadow the preventive 
health programme. Treatment service programmes are still much more popular with 
the general public and legislators than sound and well-conceived preventive health 
programmes. In my opinion, a number of pilot regional health and welfare units 
should be set up in selected areas across Canada and operated for a period of not less 
than five years in order to gain experience as to how such an integrated health and 
welfare programme would work out in metropolitan centres, smaller urban centres 
and rural districts, and outlying areas. This should be done before embarking on a 
Dominion-wide programme. 


“Part-time public health service should be eliminated. Districts now served in 
this way should be merged with adjoining district health units or be set up as full- 
time district health units where the population warrants such a programme. More 
emphasis should be placed on the importance of a well-planned health education | 
programme which should be carried on under the direction of a well-qualified 
health educator, A qualified teacher who has received special training in the field 
of health education or a public health nurse who has received similar training, with 
a flare for this type of work, can carry on an effective health education programme 
in all health units. There is still a vast amount of work to do in this field. 


“The active interest and co-operation of local, provincial, and voluntary organiza- 
tions and of the medical, dental, nursing, and teaching professions in the areas served 
is important. A regional health council, consisting of representatives of such organiza- 
tions, which should meet at least quarterly, could be of great assistance in interpreting 
the public health programme to the community served and in acting in an advisory 
capacity to the local health authorities. The local health unit office should be located. 
in a local general hospital wherever this is possible. This should also apply to the 
office of the local welfare department. 


“The importance of retaining the active interest and support of the people served 
by the local health unit should receive much greater consideration. Without their 
active interest and support no health or welfare programme can be effective. Local 
municipalities included in district health unit areas should bear not less than one-third 
of the cost of providing health services and should, of course, be represented on district 
boards of health. 


“Provision should be made for emergency bedside nursing care by members of the 
local health unit nursing staff wherever possible. Where the public health nursing staff 
is insufficient to provide this service, a co-operative arrangement should be made with 
a voluntary agency, such as the Victorian Order of Nurses. Public health nurses and 
hospital nursing personnel should be relieved of the great amount of work involved in 
the completion of health and hospital records and statistics. Much of this work could 
be done by competent and well-trained clerks and stenographers. There has been much 
talk but little action in regard to this matter. | 


“The Alberta programme for the training of nursing aides is, in my opinion, an 
example of a provincial programme which has made a tremendous contribution in 
providing the services of nursing aides to all hospitals requiring the same. Schools for 
such a programme should be operated only by provincial Departments of Health and 
nursing aides completing their training in such schools should work only under the 
direction and supervision of registered nurses. 


“Much more consideration should be given to the training of persons in the home 
in home nursing and first aid, such as through the courses offered in this field by the 
Canadian Red Cross Society and the St. John Ambulance Association. With such a 
home nursing programme in effect, many persons now admitted to general hospitals 
and to hospitals for the more chronic types of illness could be cared for at home. The 
Junior Red Cross has recently issued a Manual on Home Nursing for use in connection 
with the Junior Red Cross programme in the schools and is making training in this, 
field available. This programme has been well received and we trust will, in due: 
course, be extended to all Junior Red Cross members in Canada. 
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“Hospitals for the more chronic types of illness should be 1 

residence of those requiring these services and should be dea Wei iee Dash aeetibenl 
general hospital. Many of such patients require the services and facilities of a general 
hospital from time to time. The Alberta programme in this field and that being 
developed in Saskatchewan are worthy of serious study. Good planning in this field is 
essential to avoid duplication of services and to provide efficient care of patients. 


| 

| “The services of voluntary organizations in the field of health and welfare should 
be operated in close co-operation with the local health and welfare departments 
Wherever possible the offices of such voluntary organizations should be grouped in one 
building adjoining the local general hospital and the local health unit. 


“The importance of the mental health programme in the district health setup 
cannot be over-stressed. I feel that this programme should come under the supervision 
and direction of the provincial Division of Mental Health and should be carried on in 
close co-operation with the mental hospitals in the various regions served. A vastly 
augmented staff of psychiatrists, psychologists and well-qualified social workers will be 
necessary to implement such a programme. We are not even touching the fringes of 
this problem today, especially in the smaller urban centres, rural districts and outlying 
areas. The full co-operation of the provincial Department of Education and the 
provincial Welfare Department should be enlisted in this programme. 


“T feel that the importance of developing a well-rounded industrial health 
programme should be urged in the brief. Such a programme should be developed 
under the supervision and direction of the Division of Industrial Health of the 
provincial Department of Health. 


“The urgent need of developing a dental health programme in every health unit 
‘cannot be over-emphasized. The deplorable situation which now exists in respect of 
dental care cannot be changed to any material extent until the number of dentists in 
practice is increased by at least three times. With the full co-operation of the dental 
profession and with the employment of well-trained dental hygienists, a preventive 
dental health programme for children in the younger age groups might be developed, 
particularly in districts in which no dental service is now available. The travelling 
clinics which operated in Alberta in the early years made medical, minor surgical, and 
dental services available to an average of 24 of the more outlying areas each summer. 
By this means these services were made available to children urgently in need of such 
care. 


“I feel that the importance of research in the field of public health and hospital 
administration should receive greater emphasis in the brief. Well-qualified personnel 
directing sound and well-planned research programmes can make a real contribution 
‘to public health and hospital administration and give a great stimulus to their 
associates on public health and hospital staffs. In the rapidly changing world in which 
‘we live, sound research programmes are of vital importance. 


“If facilities for the proper training of the greatly increased public health, welfare, 
‘and hospital personnel required to provide an adequate public health and welfare 
‘programme in Canada are to be made available, it will be necessary to provide for a 
‘marked expansion of such facilities in our universities, the Schools of Hygiene, and 
teaching hospitals. Generous financial assistance will be required from Federal and 
Provincial Governments and various foundations for this purpose. Funds wisely 
‘expended for this purpose will earn dividends out of all proportion to the sum 
invested, both in the immediate future and for years to come.” 


Another correspondent comments on different items, as follows: 


“Financing 

“We suggest that the 60:40 sharing apply to rural areas as well as urban ones for 
‘public health services. 
“Environmental Sanitation 

“The situation described. ..is much the same as in Ontario. 
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“School Health Services 


“We feel that these should be mandatory. 
“We agree with the trend away from repeated routine physical examinations, but 
we consider that routine physical examinations are of definite value on school entry. 


“We entirely agree that the public health nurses should not be responsible for first 
aid in schools. 


“Maternal and Child Health 


“We thoroughly agree with early notification of births to facilitate early home 
visiting and feel that this might be emphasized even more. 

“Attendance at well-baby clinics in Alberta is by no means confined to lower 
socio-economic groups. 

“Attendance at well-baby clinics in Alberta is by no means negligible after one 
year of age. 


“Nurses 


“We thoroughly agree with the need for higher salaries for registered nurses and 
for incentives for post-graduate training and would like to see this emphasized more 
strongly. 


“We agree with the principle of centralized training for nursing auxiliaries. 


“Alberta has two schools for nursing aides, one in Edmonton and one in Calgary, 
both operated by the provincial Department of Public Health. 


“Ambulance Service 
“We agree with the need for organized ambulance services. 


“Home Care 


“We feel that there should be a clear distinction between home nursing services, 
which should be administered by health units, and homemaking services, which should 
be administered by the local welfare authority. 


“Welfare Services 
“The need for trained social workers merits stronger emphasis. 


“Voluntary Agencies 


“We agree with the need for better co-ordination in the activities of voluntary 
agencies. 


“We entirely agree with the desirability of a closer relationship between health 
and welfare authorities. 


“Regional Health Service Administration Suggestion 


“We agree with the principle of regionalization of health services, covering both | 


hospital and community health services. 


“We suggest that the chief executive officer should be a physician with public 
health training and preferably with extra training in hospital administration. 


“Subject to a provincial minimum scale, salaries for administrators should be at 
the discretion of the regional board and not be dependent on the concurrence of 
contributing councils. 


“Budgets should not be subject to veto by any municipality, even for permissive 
services if these are agreed upon. 


“We agree with the idea of encouraging cross-use of specialized staff between 
hospitals and health departments. 


“We recommend that the Medical Officer of Health be appointed as a member of 
the consultant staff of every hospital in the area of his jurisdiction. 


“There are indeed some gaps to be bridged in this area, (i.e., relations among 
various community health services).” 
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BRITISH COLUMBIA 


Public Health 


Organization 
The local public health services fall into broad groups: 


There are local health units, each under a union board of health 
composed of representatives of the participating municipalities and school 
boards, which have united their local municipal and school health services to 
provide a generalized community health programme for the areas under their 
control. Professional, technical, and clerical staff of these health units are 
employed as provincial civil servants in order that there may be uniformity in 
programming and uniform personnel policies throughout the service. However, 


_ appointments and transfers are subject to the approval of the local Union Board 
of Health and, for practical purposes of day-to-day administration, staff are 
considered as locally employed personnel. The Health Branch, through the 


Bureau of Local Health Services, provides direct guidance and consultation 
service. The local school districts serve as tax collection agencies for raising a 
local per capita sum of 30 cents which is paid to the Province. The Province 
meets any additional operating costs from general tax revenues and National 
Health Grants.’ 


There are metropolitan health departments for the metropolitan areas 


of Vancouver and Victoria under metropolitan boards of health which perform 


the same functions and carry on virtually the same programme for the two most 


heavily populated areas of the Province. Employment of personnel and appro- 
_ priation of funds to finance these services are the direct responsibility of the city 


authorities. Through annual grants, the Health Branch contributes significantly 


toward the financing of each of these two health departments. In addition, it 


provides consultative and other services, including those of the Divisions of 
Laboratories, Tuberculosis, and Venereal Disease Control. In Vancouver, the 


Metropolitan Health Service is designed on the health unit principle. It is divided 
into unit areas, each with its own director, nurses, and sanitarians. 


Throughout the health units, metropolitan or provincial, the health unit 
director is the medical health officer for all the cities, municipalities, villages, and 
unorganized territory within the area. He is also the school medical officer for the 


various school districts served by the particular health unit. Health unit 
personnel carry out a generalized public health programme. The services 
_ immediately available include communicable disease control, maternal and child 
health, school health services, preventive dental programmes, environmental 


sanitation, and health education. Specialized services in tuberculosis control, 
venereal disease control, laboratory diagnosis, mental health, occupational 
health, epidemiology, rehabilitation, vital statistics, nutrition, and public health 
engineering are available on a consultative basis from the various divisions of 
the Health Branch. 


A number of the major voluntary agencies have contributed to the cost of 
building community health centres which are used jointly by them and the 
health units. These have become the health centres from which the health units 
operate. 


1Per capita local health service costs were approximately $3.00 as of February 1963. 


eee 


154 ROYAL COMMISSION ON HEALTH SERVICES 


Sanitation ) 
This consists of routine inspections and supervisory services related to food, 
sanitation, restaurant catering, water supply, sewage disposal, nuisance com- 
plaints, and any other facets of the sanitary environment that may require 
attention. Consultative services are available from the Division of Public Health) 
Engineering for special problems, particularly in relation to community water. 
supplies, sewage disposal systems, stream pollution, swimming pools and 
beaches, and shellfish beds. 
| 


Communicable Disease Control 


The local medical health officer is expected to be informed on all communi- 
cable diseases occurring in his area and each physician is required to notify him) 
on those coming to his attention. Diagnostic tests and therapeutic and prophylac- 
tic drugs are offered as a service to physicians by the Health Branch through the, 
health unit, which also distributes all the biological products used. Emphasis is. 
directed toward immunization, commencing at the infant level and carried on) 
through the pre-school and school years. 


| 
| 
{ 


A rheumatic fever prophylaxis programme is available throughout the 
Province. . 


| 
t 
1 


Tuberculosis Control 


The local health units are charged with responsibility in tuberculosis control 
in co-operation with the consultative services provided by the Division of 
Tuberculosis Control. The staff members of the health unit arrange the 
schedules of travelling clinics, receive reports of diagnostic findings for residents 
of the local area, and assist in making arrangements for further care andl 
continuing follow-up. Anti-microbial therapy, where necessary, is provided by 
the public health nurses attached to the health units, while an active tuberculin. 
case-finding survey is maintained in co-operation with the British Columbia. 
Tuberculosis Society, a voluntary organization which undertakes much of the 
publicity and education during those campaigns. | 
Venereal Disease Control | 


Case supervision and contact tracing is carried out locally in co-operation 
with the Division of Venereal Disease Control. This Division operates a full-time 
clinic in Vancouver. Part-time clinics are operated by the health units’ personnel 
throughout the Province in various centres. These clinics offer free diagnostic 
and treatment services and, in areas where no clinic facilities are available, the 
Division enters into a contract with private physicians for the diagnosing and 


treating of indigent patients. 


Maternal and Child Health 


The public health nurses are particularly active in this field. They provide 
instruction to parents by home visiting and through prenatal classes for 
expectant parents. In the metropolitan centres the Victorian Order of Nurses | 
assumes a major responsibility for this programme. 


Post-natal visits are made to the homes for advice to the mother on 
post-natal care for herself and instruction on the care of the infant. As early as. 
possible the mother is encouraged to bring the child to the child health confer- | 
ences for. continuing instruction on the handling of the child; at these conferences | 
immunization is provided. The public health nurse will make home visits for — 


| 
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special circumstances, such as rheumatic fever prophylaxis, mental health, or to 
‘investigate accidental poisonings. 


| School Health Service 


The Public Schools Act requires that each school board provide a school 

health service, but throughout the Province the school boards have transferred 

their jurisdiction over these services to the Union Boards of Health to arrange for 
provision of this service by the staff of the health units. 


Basically, the programme is designed as a joint responsibility between the 
classroom teacher and the public health nurse. The programme is based on the 
‘assumption that a majority of school children are in satisfactory physical, mental, 
-and emotional health. Special attention is devoted to those exhibiting some 
deviation from normal in order to encourage the use of remedial measures and to 
help the pupil to adapt to any handicaps which cannot be corrected. Regular 
teacher—nurse conferences are held as a means for screening those requiring 
service. Physical examinations by the school medical officer are conducted on 
referral from the nurse, except under unusual circumstances. The public health 
‘nurse makes regular visits to each school and conducts immunization pro- 
grammes on a recommended schedule for the pupils, organizes routine vision 
screening assisted by the teacher, arranges routine audiometric testing for pupils 
in Grade I, plans tuberculin tests on a recommended schedule, arranges height 
and weight measurements for specific children, conducts home visits for children 
with particular problems, and serves as a resource person in the field of health 
education. A similar service is being developed at the kindergarten level. The 
| classroom teacher is expected to observe and report to the nurse any deviations 
from the normal, to give health instruction, to foster desirable attitudes in the 
‘pupil toward his personal health, to apply minor first aid, to arrange transporta- 
tion in metropolitan areas for pupils who become ill, and to consult regularly 
with the public health nurse, through the child health conferences, on health 
matters pertaining to the pupils under jurisdiction. 


Laboratory Services 


Laboratory service is provided by the Division of Laboratories through a 
central laboratory in Vancouver and two branches in Nelson and Victoria. These 
perform all types of tests and distribute biologicals free of charge through the 
health units. 


| Dental Health Service 


The metropolitan areas of Vancouver and Victoria provide dental health 
services in dental clinics operated by full-time dental practitioners. Services are 
given to pre-school and Grade I children, including dental examination, treat- 
ment, and counselling to parents. 


Outside the metropolitan areas different methods of operating dental health 
services have been tried. Services set up under local health unit administration 
with a full-time dental officer in each unit proved impractical because of a 
shortage of dentists. An alternative plan, locally sponsored and utilizing services 
of resident practitioners has been increasingly successful. In 1961, some 94 
communities and 129 dentists were participating. The cost is shared equally 
between the community and the Province. The sponsoring group, which is in 
most instances the local school board, decides whether local registration or 
treatment may be free to parents or on payment of a nominal sum. The 
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programmes are directed primarily at pre-school and Grade I levels. To maintain | 


liaison between the communities and official health agencies, regional dental 
consultants have been appointed by the Department of Health to advise on 
planning and carrying out local programmes. Emphasis is on preventive dentis- 
try. 


Hospitals and the Hospital Insurance Programme 


The following is a tabulation of acute general hospital beds in use in British 
Columbia at the end of 1962: 

8,673 beds in non-profit general hospitals,1 

76 beds in proprietary general hospitals, 

545 beds (approximately) in federal hospitals.? 


In addition there were 395 rehabilitation hospital beds in service, including 


25 in federal hospitals. These include beds in special rehabilitation hospitals and 
rehabilitation units in general hospitals. 


At the end of 1962 there were also 64 institutions licensed as private | 
hospitals, involving 2,465 beds which were caring for patients who required © 


nursing and periodic medical attention, but who were unlikely to recover. 


Although licensed as private hospitals, they are generally referred to as nursing | 


homes, and are rendering nursing care under the supervision of registered 
nurses. But they provide little in the way of diagnostic or treatment facilities. 


Active and rehabilitative standard ward hospital care on a province-wide 
basis are provided through the British Columbia Hospital Insurance Service, 


which was begun January 1, 1949, to provide protection against the cost of acute 
hospital care. The Plan is administered as a separate branch in the Department | 
of Health Services and Hospital Insurance, with its own deputy minister. 


Government funds for the operation of all provincial health and welfare 


services, as well as the provincial share of the Hospital Insurance Service are | 


provided from provincial tax funds.t The Hospital Plan also levies a co-insurance 


charge of $1.00 per day on patients. All aspects of the provincial hospital © 


construction grants, consultation, inspection, and payment to hospitals for 
services on behalf of the beneficiaries, and all inclusive per diem rates are 
centred in the Hospital Insurance Service. 


In-patient benefits include standard ward accommodation and all other 
available hospital services. A qualified resident receives in-patient benefits in 
the hospital, while, in addition, certain emergency and minor surgery benefits on 
an out-patient basis are provided at a charge of $2.00 for each visit. 


Tuberculosis and mental health care are not included in these hospitalization 
benefits but are provided through hospitals operated by the Provincial Govern- 
ment, in which patients who are able to pay are charged a maximum of $4.50 per 
day for tuberculosis care and $1.50 per day for mental health care. 


1Operated by lay groups, religious orders, municipalities, and the Province. 
*This figure represents those beds in federal hospitals being used for general hospital care of a 


type coming with the scope of hospital insurance coverage. It does not include Department of © 
Veterans Affairs beds used for service personnel, for those with pensionable disabilities, for those | 
needing long-term and domiciliary care, etc., nor does it include beds in Indian Health Services | 


hospitals used for the treatment of tuberculosis. 


®These do not include the 76 beds in proprietary general hospitals noted above, which with one | 


exception, are in hospitals operated by mining or other organizations in remote areas. 


‘The Social Services Tax of 5 per cent goes into the Consolidated Revenue Fund of the © 


Province. 


FACTUAL SUMMARIES OF OTHER PROVINCES 157 


Home Care 


| Visits by public health nurses to provide nursing service in the home is 


carried out as part of the generalized public health nursing programme in the 
provincial health units and by the Victorian Order of Nurses in the metropolitan 
centres. These visits are dependent upon referral by a physician who is expected 
to supervise the service which is designed to provide nursing care to convalescent 
and chronic care patients. In so far as possible it is used as a demonstration 
nursing service from which it is expected other members of the household can 
gradually assume most of the nursing functions. Arrangements are under way 
for physiotherapy care as an extension of the programme. Homemaker services 
are also included in many cases in co-operation with the community welfare 
programme. 


| Mental Health 


Mental health services are provided through a separate branch of the 
Department of Health Services and Hospital Insurance, with its own deputy 
-minister. Mental health care is given through hospitals operated by the Province, 
in which patients able to pay are charged a maximum of $1.50 per day. Homes 
for the senile aged are part of the mental health pattern, as are the facilities for 
defectives. A number of large general hospitals have psychiatric sections. 

Out-patient services and regionalized community mental health clinics in the 
| community health centers have also been increasingly developed in recent years. 


Rehabilitation 


| A rehabilitation programme is organized under the Provincial Co-ordinator 
of Rehabilitation and Registry Services. It is designed to carry out case finding 
and referral of handicapped to rehabilitation sources, to organize and maintain a 
vocational rehabilitation programme and to provide consultative services in the 
field of rehabilitation. It is expected to co-ordinate all the rehabilitation services 
throughout the Province. Within the Hospital Insurance Service, hospitals are 
encouraged to develop activation units for early rehabilitation of hospitalized 
patients while the development of “activation” care hospitals is also being 
emphasized in which rehabilitation, including physiotherapy, would play a large 
role. 


Handicapped persons can be referred for active rehabilitative treatment, 
for fitting of prosthesis and re-adjustment to a new way of life to the G. F. 
Strong Rehabilitation Centre in Vancouver.! Where necessary vocational re- 
habilitation is undertaken. 


In conjunction with the Department of Welfare, the National Employment 
Service, and the local health services, individuals in receipt of public assistance 
are being reassessed in certain areas to determine if some of them might not 
benefit from rehabilitation services. It has become evident that there are a 
number of recipients of public assistance who do require rehabilitation services 
and who can benefit to the extent that they can become independent producing 
members of society and no longer require social assistance. Wherever possible 
the services of the Unemployment Insurance Commission are used in finding 
employment opportunities for them. 


1This Centre includes the main service centres for several large voluntary agencies. 
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The Workmen’s Compensation Board operates a large out-patient rehabili- 
tation centre in Vancouver providing an integrated physical restoration and 
vocational rehabilitation programme. 


The Health Department also provides a rehabilitation service to tuberculosis 
and mental patients and makes grants to a number of voluntary agencies serving 
the disabled. The Department of Social Welfare through its Family Division 
arranges for the provision of medical restoration service to disabled recipients of 
social allowances and selected cases for vocational rehabilitation. | 

A partial or complete rehabilitation service is supplied by voluntary agencie 
concerned with alcoholism, arthritis and rheumatism, blindness, cerebral palsy! 
cystic fibrosis, deafness, diabetes, epilepsy, mental defects, mental illness, 
multiple sclerosis, muscular dystrophy, myasthenia gravis, narcotics addiction, 
paraplegia, polio, and tuberculosis. One of the major voluntary agencies, the 
Poliomyelitis and Rehabilitation Foundation of British Columbia, sponsors 
disabled persons in need of medical and rehabilitation services and provides’ 
grants to develop new facilities. This agency and the British Columbia Society 
for Crippled Children are administered by a joint management committee and 
share certain facilities. The Provincial Rehabilitation Co-ordinator works closely 
with these voluntary groups. 

} 


Specialized medical rehabilitation facilities are available in larger hospitals, 
chiefly in Vancouver and Victoria. Physiotherapy and occupational therapy are 
offered in many general hospitals and chronic care institutions. 


Provincial Comments 


Several correspondents commented in considerable detail. 
One writes: 


“As might be expected, we find a great deal that merits study and examination. 
The concept of regionalized health services has much to commend it since it provides 
for integration of all the community health services, co-ordinated one with the other, 
to provide the maximum benefit for each resident of the community. This we are sure 
is an ideal concept in which the community resources would be pooled to avoid 
overlapping, duplication and mis-spent effort in health programs throughout the 
community. 


“There must, of necessity, be some consideration given to the size of the region 
and from our point of view in British Columbia we are inclined to think that our 
existing health units satisfy that definition. We could not recommend, from our, 
experience, that several health units be included in a regionalized service as we feel 
that in so far as our Province is concerned it would become too unwieldy to be 
efficiently administered. Consequently, we would prefer each health unit to be 
regarded as an administrative unit to encourage integrated community health services, 
in each community in which the official and voluntary agencies, including the 
hospitals, pool their resources in the interests of more effective health programs for the 
community. | 


“It would seem to us that, ideally, the medical health officer might develop as the 
administrator of such a service. Because of his training in medicine and in administra- 
tion, he can readily be considered as fitted to co-ordinate the service. In effect, his 
interests are community directed in any case and he could endeavour to enlist the 
support of others in that interest. 


“The basic area of difficulty would be to get organized medicine and organized) 
hospital services to unite forces with official and voluntary public health services in a 
co-ordinated approach. It will require a great deal of tact and diplomacy on the part of 


; 
| 
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he regional administrator to develop and intertwine all those interests in a united 
pproach. Initially, the plan might be best adapted to the smaller centres, since it will 
’e a more formidable job in the metropolitan areas. At the same time, it must be 
ecognized that apart from the regionalized program there are needs for specialized 
rograms which can only be developed in the larger centres to which some of the 
egionalized programs must funnel specific cases for special needs. 


' “From our point of view, we can foresee that the development of such a plan 


would be a long time growing but it does present a design for the future worthy of 
study. 


“With regard to your suggestion that a regional health service pattern would 
yvercome many problems, we agree that this is a sound concept and as mentioned 
greviously, we do feel that our present health unit organization lends itself to this 
Jefinition. 


“We cannot feel too happy about the third major component, namely the 
‘egional official welfare services, since we do feel that it is vital for public health to 
lissociate itself from any suggestion in the mind of the public that it is, in any way, an 
ndigent medical service. As you are aware, the Departments of Health and Welfare 
secame totally separated under their respective Ministers within the past five yearsin 
British Columbia and we do feel that this has been of considerable benefit to public 
iealth. Although we agree that these Departments have many fields in which their 
nterest is identical, at the same time their basic purpose is quite different in that the 
welfare services are directed to certain groups of the population only, whereas public 
health services should be made available to and taken advantage of by all. 


“The Regional Health Services Board outlined closely parallels our present Union 
Boards of Health, but, as mentioned previously, we do not feel that a suitable per diem 
payment should be recommended. In discussing the training and experience of the 
‘executive officer’ we note that you would require that this man be a qualified 
physician. As we see it, in most of the less densely populated areas, this would 
automatically mean the medical health officer, since the administrators of the smaller 
hospital are invariably lay persons without medical training. 


“We note further that you suggest that the executive officer and his deputy be 
appointed by the Regional Board, subject to approval by the Minister of Health and 
that he be directly responsible to the Regional Board in implementing the internal 
health service administration for the region. We agree that this is satisfactory with the 
proviso that these same officers be provincial civil servants and in this way, although 
responsible to the Board, they are not forced to abide by the Board’s decision in any 
matter affecting the actual public health programs of their area. This attempts to 
maintain the balance between local autonomy on the one hand and excessive 
centralized control and lack of local responsibility on the other. Again, we appear to 
have arrived at a fairly satisfactory working relationship in this regard in British 
Columbia and want to make it quite clear that excessive local autonomy, just as much 
as too great a centralized control, results in poorer standards of service in the field. 


“Continuing with the regionalized service... duly qualified dentists, often very 
recently graduated, are paid a salary to conduct preventive dental clinics and to treat 
private patients in the more remote areas of the Province under the supervision of the 
regional dental consultants attached to the nearby health units. 


“In general, we agree with the ideas expressed on ‘staffing’ and would again point 
out that the lack of bedside care does not apply for public health nurses in this 
Province where a home care program is in operation. 


“We were interested to note that per capita expenditures on local health services 
varied from 50c to $4.10 in the areas under study. Today, in British Columbia, we 
estimate that our local health services cost approximately $3.00 per capita of which 
only 30 cents is raised by taxation at the local level, the remainder being a subsidy 
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by the Provincial Government. As you suggest, this confirms that small population 
cannot support a satisfactory modern local public health service on the basis 0 
municipal taxation alone. We do not, however, agree with the statement the! 
municipal health departments as opposed to health units receive only limitec 
provincial financial assistance, since generous grants are made to metropolitan area; 
by the Health Department using provincial funds. We agree with the conclusion tha’ 
basic salaries of the regional health staff should come from the Province as mentioned! 
but from the foregoing you will note that, if anything, we would suggest that the 
Provincial Government be prepared to underwrite a large share of the cost of loca’ 
health services. We whole-heartedly endorse your view that part-time services neithe 
have nor can be a satisfactory procedure and their inadequacy becomes more as eact! 
year goes by. 


| 


“We agree with regard to the tuberculosis control program where we havi 
achieved close liaison as outlined. As regards the venereal disease control program, the 
physicians in British Columbia report to the local medical health officer and no. 
directly to the Province. It is the responsibility of the local medical health officer tc 
follow up contacts and see that they obtain treatment. At the same time he is alsc 
responsible for notifying the central office of the Division of Venereal Disease Contro. 
in Vancouver. We find that this arrangement preserves the anonymity so much to be 
desired in this program but permits of the more rapid follow-up of contacts anc 
improves their identification and treatment in the local area. This is all important ij 
any program of venereal disease control is to be satisfactory. | 


“With regard to environmental sanitation, we find a need for the revision o! 
existing legislation as to standards and requirements and would wish to have includec 
such matters as air pollution, radiation, etc. | 


“With regard to the school health services, we agree with most of the opinion 
expressed and would mention that in British Columbia our school health program wai 
modified in 1962, so that the routine medical examination has now largely beer 
discontinued so that increased emphasis may be placed on examination followin; 
referral. We do continue to make provision for routine examination where economic 
geographic, religious or some other such circumstance renders the taking of the chil 
to the private physician unlikely. As far as possible, we work in very clos 
co-operation with the teachers and use them to carry out routine vision testing in thi 
school. As pointed out, we also have experienced a slight decrease in the attendance a 
child health conferences. Once the initial course of immunization is complete, it is hari 
to reach the pre-school child. I do not think that this can be interpreted necessarily a 
reflecting a good economic level or relate it to the number enrolled in prepaymen 
plans but it does mean that we should attempt to give increasing service to thi 
kindergarten age group and thereby ‘locate’ the child once again at the age of four 0. 
five years before he enters school. At least this will serve to close the pre-schoot Bal 
experienced in the past. 


“Perhaps in Ontario the physicians in group practice would be prepared to set 
aside one complete afternoon for prenatal, post-natal, and well-baby care, so thai 
public health nursing staff might attend to assist them during this clinic as suggested 
In British Columbia, we feel that this would be impractical and that the average 
physician could not set aside such a definite period to be reserved for such patients 
His work-load is already over-burdened with emergencies and the demands of thos¢ 
seeking every day consultation. You go on to suggest that the physicians might also b¢ 
invited to use the facilities of the health centre and that this might serve to remove 
frictions between doctor and health unit staff. We wonder if our approach, whereby wé 
invite local physicians to lecture in the course of our prenatal classes, is not equally 
good, less complicated, and productive of very satisfactory liaison. It is our feeling tha! 
specific payments for this type of care would do little to encourage doctors to provide 
this supervision. Either they are interested and willing to provide it now or they arf 
not. Payment will make little difference. To employ specialists, as suggested, would be 
very expensive; and certainly in those areas which, because of their rather isolatec 
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jituation, presently fail to attract specialists, one would have to be prepared to pay 
‘hem at least $30,000 per year in order to lure them away from the larger centres. This 
seems a rather expensive form of government participation! 


“The arrangements outlined for public health nursing bedside care parallel the 
yrganization in British Columbia. In the larger urban centres, the Victorian Order of 
Nurses undertake home nursing. The health units provide it elsewhere in the Province 
Duplication of effort is, thus, eliminated and as far as possible the same type of service 
s offered. We have found that, in many areas, it is important to try and establish a 
home help’ service in addition to the bedside care and that often the former is even 
more appreciated by the residents of the area concerned. 


| “To further relationship with other community services, you are already aware of 
the health centre construction program in this Province, and we do feel that this has 
jone much to improve our liaison with the voluntary health agencies. Personally we do 
not see why one cannot ‘liaise’ very adequately with the local hospital without either 
veing under one roof or even being formally regionalized into one administrative 
ao The same applies to welfare. Frankly we wonder whether a large 
>omplex administrative set-up of this type may not prove to be less effective than one 
in which each of these services works side by side and in close liaison. People often 
feel that if you place a heterogeneous collection of workers into one barrel they will 
perform better. I think this hypothesis is open to considerable argument! Until such 
time as the hospitals become much more community orientated, they are in no position 
to operate a home care program. As we see it, the hospital would take responsibility for 
the patient from the acute through to the ‘activation’ phases of care. Thereafter, some 
of the patients might be discharged home and continue to attend on an out-patient 
basis, while others would be discharged to the home care program operated by the local 
health unit staff who should have the opportunity to benefit from direct consultation 
with the physiotherapist, occupational therapist, etc. As you are perhaps aware, we 
have a part-time physiotherapist presently on staff in one of our health units to advise 
the public health nurses on this specialized aspect of individual patients care for at 


home. This program has worked very well and we hope to increase the number of 
physiotherapists occupying such consultative positions in the years ahead. 


“Mental health services need to be developed further by the provision of 
treatment services inluding psychiatric beds in the local general hospital and 
psychiatric care on an individual basis, and secondly, by the development of 
| regionalized cornmunity mental health programs whereby a psychiatric team may 
work out of the local health unit as in British Columbia, utilizing the local resource 
personnel for case-findings and follow-up. These local personnel include public health 
nurses, welfare workers, probation officers, clergy, etc. This latter service must always 
| involve the family physician and allow the psychiatric team to be utilized to the best 
‘advantage. These other resource personnel undertake screening roles wherever 

possible. There is no reason why the psychiatrist employed in the community-orientat- 
ed program should not also give private consultation, if time permits. 


“You draw attention to the problems created by lack of specialists in the smaller 
communities, and it is interesting for us to note here that this problem is gradually 
disappearing in British Columbia, since specialists are gradually seeking to enter 
_ practice in many of these more rural areas. This is not yet true of all areas but many 

which, a few years ago, lacked any type of specialist service can now boast a surgeon, 
obstetrician, or paediatrician. We feel that this problem will gradually tend to 
resolve itself. In addition, we are happy to note the efforts which many physicians in 
these areas are making to organize themselves, so that most hospitals having more 
than 60 to 80 beds-now have a reasonably well organized medical staff with tissue 
committees, obstetrical committees, etc. Certainly the accreditation program does 
appear to have exercised a considerable improvement in this regard. In these outlying 
areas, both radiologists and pathologists have been encouraged to locate on a 
_ regionalized basis and there is no doubt that the appointment ofa regional pathologist 
serves to bring about considerable improvement in the standards of medical care. The 
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continued development of group practice allows a specialist to locate as a member of 


the group in many areas where he could not survive on his own and would certainly, 
have to do a considerable amount of general practice were he to try and do so. 


“May we sum up by saying that, although there is much to recommend in the 
‘regionalized’ concept, care must be taken to avoid incorporating areas of service 
which may operate on their own to better advantage provided adequate liaison is 
established and maintained. Finally, we do not see regionalization as perhaps the 
panacea for all ills.” ) 
} 
/ 


| 


A second writes on different items as follows: 


“In the first instance, I feel it is somewhat wrong to endeavor to develop patterns) 
for government and voluntary public health services at the local community level in 
Canada. The only services that have been looked at to any extent are those which exist 
in the Province of Ontario and these in four centres. The services that exist in other 
provinces in Canada are much different from those in Ontario, and although I am sure 
that you will point this out, it will have to be pointed out in very strong language. 
Otherwise, I am sure that some individuals will arrive at a gross misinterpretation. In 
addition to this, many areas in Ontario are serviced only by part-time health officers, 
with practically no effort as far as regionalization is concerned. This gives a picture of 
services that is backward when compared to Saskatchewan or British Columbia. The 
very fact that both Saskatchewan and British Columbia are fairly well advanced in 
regionalization in the specific health fields could be lost in your over-all report. | 


“There is considerable discussion relative to provincial versus local employment. 
As you are aware, we have had experience both ways in this Province, and I am quite 
convinced that if you can keep a fair amount of local autonomy, which we seem to be 
able to do in this Province, then employment at the provincial level is much better. I 
am sure that you have many examples of the situation in Ontario, where the richer 
municipality is able to employ not only better but more personnel. A further 
advantage of provincial employment is that transfers are much easier. The staff has a 
definite advantage in that they can seek promotion away from their local level but 
within the Province without a loss of superannuation and other benefits. I agree with 
the broad concept that perhaps employment at the local level would enable one to. 
function better, but I do not think there is much difference. I believe that the value of. 
provincial employment outweighs this factor. Where you deal with salaries and the 
whims of local boards and councils, this merely validates my arguments. 


“Shortages in the rural areas, as far as public health nurses are concerned, do not 
become too apparent if you have an over-all provincial policy of recruiting and you. 
can place individuals where they are best required. You touch on home care here, and 
as you are aware, this is part of the programme in British Columbia. This also gets into 
the conflict that exists between the Victorian Order of Nurses and Public Health’ 
Nursing services, but this will be dealt with at a later stage. 


“Where you talk of closer liaison among doctors in clinical practice, the sanatoria, 
the general hospitals, and the health department, it already exists in this Province due 
to the fact that we have our health units properly regionalized throughout the 
Province. | 


“Where you describe the situation that exists in the City of Toronto, I would 
certainly feel that you should emphasize the point that such a situation does not exist 
in other large cities in this country, such as Vancouver. | 


“Services under provincial regional laboratories, working in close co-operation 
with local health services and the pathologists in the Province are already being fairly 
rapidly developed. A similar situation exists to a small extent in the field of radiology 
though not as marked since we do have more radiologists in the private practice. 
Therefore, although regionalized services, such as in pathology, would be desirable, 
they are not too feasible at the moment. | 
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“I would feel that you could make some mention that some of the leadership in 
the regionalization and usage of beds should be given at the federal level. I think 
too many people forget that the Federal Government has a very high stake in the 
future number of beds in this country. I do not refer to their small contribution as 
far as construction is concerned, but more to the over-all operational cost from year to 
year. 


“You talk in further detail about a regional health service. This is being gradually 
Jeveloped within the Province, particularly as it relates to public health and mental 
nealth. The regionalization and the closeness of association with hospitals is not as 
narked at present. It may be desirable, but I am sure it will be a long time in coming. 


“Our services, as far as rehabilitation facilities are concerned, are co-ordinated 
with our local health departments throughout the Province. 


| “You talk of the public health nurse not participating in home nursing to any 
xxtent. This is not correct in this Province, since home nursing is part and parcel of 
yur public health nursing services in most areas. I would again point out that you 
should mention somewhere the conflict and duplication that exists when you have both 
the Victorian Order of Nurses and public health nursing in the same community. 


“Our union boards of health, on a smaller scale, represent what you are talking 
about as far as regional health services boards are concerned. They are, however, not 
as extensive, but I would concur with your thinking. I would be surprised if many 
9eople would buy the idea of a suitable per diem payment for time spent in this work. 
[ agree that travelling expenses should be necessary, but to suggest that people should 
9e paid for this, I think, would perhaps defeat the theory that there has to be a good 
jeal of voluntary effort, as far as health services are concerned.” 


A third correspondent writes: 


“In broad terms, and after only a preliminary reading of this report, I find it most 
difficult to offer any constructive comments. As you have stressed throughout this 
report, the conditions which you have studied are those in the Province of Ontario. 
_..Conditions are vastly different and solutions that may be applicable to the 
Province of Ontario are not necessarily true for the Province of British Columbia. The 
whole public health set up is so vastly different in the two Provinces. If one, for 
example, looked at the structure of the provincial Department of Health in this 
Province, one would find that it also embraces the whole area of prepaid hospital 
care, Further, the financing of local health services in this Province is entirely 
different, where the employees are provincial civil servants but are subject to 
local control, and where the financing of local health units is on the basis of 
school districts, and where the major contribution comes from the provincial gov- 
ernment. As another example of the differences encountered, the Department of 
Preventive Medicine in the university has become, in effect, a research arm for 
regional hospital planning in the metropolitan area of the lower mainland of British 
Columbia. This particular area embraces about half the provincial population. This 
has been done with the wholehearted co-operation of the Hospital Insurance Service 
of British Columbia. 


“Four separate studies in this regard on hospital utilization have been completed 
and another one is under way at the present time. In the field of rehabilitation the 
director of the School of Rehabilitation at the university, which is a function of the 
Faculty of Medicine, is also the consultant in rehabilitation to the provincial 
Department of Health. In the field of maternal and child care, the Professor of 
Paediatrics is a consultant in that capacity to the provincial Department of Health. 


“I simply use these examples that I have cited above as proof of the different 
conditions that exist in British Columbia as compared to Ontario. I am not for a 
moment suggesting that our organization is any better. Indeed, _we have many 
deficiencies. However, I think to be of real value to the Royal Commission, one would 
have to take into consideration these varying conditions in each of the Canadian 
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provinces. I don’t think that any general recommendations based upon one province 
alone would necessarily be applicable to the other provinces concerned. It may be thaj 
the comments you receive may allow you to incorporate the differences into your fina) 
report. 


“T feel that this is a very well-done report with particular applicability ti 
conditions as encountered in Ontario.” 


A fourth correspondent writes in detail, as follows: 


“In regard to the hospital field, consideration has to be given to the different type, 
of ownership prevailing in hospitals across the country. In British Columbia aba 
one-quarter of the public hospitals are church hospitals. The balance, with the 
exception of two municipal hospitals, are owned and operated by non-profit communi: 
ty societies. In Alberta and Saskatchewan there are very few hospitals operated by 
community societies or like organizations, the great majority of the non-churct 
hospitals being owned and operated by municipalities or cities and so forth. Ir 
Manitoba some of the non-church hospitals are owned by municipalities or cities anc 
some by societies. The same would prevail in Ontario. In Quebec there would be ¢ 
much higher proportion of church hospitals. The difference in ownership would have ¢ 
considerable bearing on the acceptability of a regional health services organization 
since certain phases of administration by a regional body which might be acceptable t¢ 
a lay hospital might not be to a church hospital, and again a hospital society or lik¢ 
organization, or even a church hospital, could much more freely delegate powers to ¢ 
regional organization than could a city or municipally owned hospital, because of it: 
direct responsibilities to the municipal or civic corporation. 


“It is my opinion also that any arrangement for evaluation or co-ordination Oo: 
health services is likely to be ineffective unless it has the active participation 0: 
organized medicine. In the operation of our Hospital Insurance Service we found i 
necessary to enlist the active support of the medical profession. By arrangement among 
themselves, the three representative groups, the Canadian Medical Association, British 
Columbia Division, the College of Physicians and Surgeons of British Columbia, an¢ 
the Faculty of Medicine, the Medical Association was designated as the organizatior 
through whom representations and discussions could be channelled. An informa. 
advisory committee was set up representative of the medical profession, the Britist 
Columbia Hospital Insurance Service, and the Health Branch of the Department. Thi: 
has proven extremely valuable. Consideration is being given to the most suitable 
working relationship with hospitals. There is already in existence a Metropolitar) 
Hospital Planning Council in Greater Vancouver representative of the hospitals, thi 
medical profession, and of municipal and civic bodies, with non-voting representatior 
from the Hospital Insurance Service and the provincial Health Branch. It has beer 
found that very few metropolitan studies can be confined to the metropolitan area, a‘ 
consideration has to be given to the needs of the entire Province because of the volum« 
of referrals. The hospitals themselves have suggested the expansion of this to ¢ 
province-wide body, and it is possible that an arrangement like that will result, closely 
co-ordinated with the medical advisory committee previously mentioned. 


“In British Columbia home nursing and home care programs are linked together 
Home nursing can often break down unless there is provision for other fortification ir 
the home, and quite often again there is necessity for the patient to be taker 
periodically to treatment services or for treatment services to be taken to the patient 
Home nursing or home care programs are by arrangement under the general directior 
of the Public Health Service of the Province. In some areas the home nursing i 
provided by the Victorian Order of Nurses and in others by the Public Health nursing 
staff. The important thing is that, under this arrangement, a patient discharged from ¢ 
hospital can, without difficulty, be referred to the home nursing or home care servicé 
in even a distant part of the Province. The principal fault that I have seen in hospital- 
based home care programs is that, if the patient comes from outside the immediat 
area of the hospital, he does not come under the home care program, and similarly if ¢ 
patient from that hospital area is hospitalized elsewhere, he does not readily fit int: 
the home nursing program. | 

| 


| 
| 
| 
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| “You mention medical staffs and the absence of qualified specialists outside large 
urban centres. This is not the picture in British Columbia. Very frequently we have 
epresentations from hospital groups for additional diagnostic and treatment facilities, 
supported by evidence of the location of specialists and qualified surgeons in the area. 
As a result of this and the construction of new hospitals, there has been a definite 
reduction in the percentage of patients referred to the metropolitan areas. 


“With regard to the problem of an adequate supply of registered nurses, there are 
a great many married nurses in British Columbia who work either part-time or 
full-time. However, there are not enough nurses graduating to meet future needs, and 
we have to depend on a flow of nurses from elsewhere in the country. It is essential 
that there be either an expansion of existing schools or development of new schools of 
nursing. The existing schools are close to their capacity to absorb students in the usual 
pattern of training, although there can be some expansion. It would seem that there 
will have to be other schools opened or arrangements made for nurses to receive part 
of their clinical training in large hospitals and the balance in selected medium-size 
hospitals. One of the problems has been the trend of the Registered Nurses’ 
Associations to upgrade requirements for nursing education. I have, for example, noted 
in some quarters considerable hostility to the program of a central school and the use 
of smaller hospitals, such as prevails in Saskatchewan. Undoubtedly the drive to 
upgrade nursing education has been most necessary, but in British Columbia at least, 
there may have been too much insistence on large schools without sufficient attention 
to the possibility of providing, by a combination of efforts, acceptable training in 
medium-size hospitals. 


“With regard to rehabilitation facilities, we have had some very interesting 
developments in British Columbia. Every step taken has been worked out with the 
advice and guidance of the medical profession. An Associate Professor of Medicine at 
the University of British Columbia, serves as advisor to the Medical Consultant of our 
Service in the rehabilitation field. Hospitals are encouraged to establish rehabilitation 
units. In some instances these are units of from eight to twelve beds, depending on the 
size of the hospital. Such services must be carefully co-ordinated with home nursing 
services and with rehabilitation programs in the Province.” 
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‘HAPTER VII 


SENERAL APPLICATION OF THE ONTARIO 
-INDINGS AND SUGGESTIONS TO THE 
ITHER PROVINCES 


_ The project method has been outlined in the preface, together with the 
‘easons for doing field studies in one province only. It is clearly recognized that 
lifferences in health service patterns exist among the ten Canadian provinces.” 
Most, for example, provide local public health services, except for large cities, 
hrough provincially organized and operated health units and districts. Regional 
gublic health, hospital, and other organized health service patterns have been 
»xtensively developed in some provinces, for example, Manitoba and Saskatche- 
wan, or are being considered at present. Some provinces have greater integration 
yf organized health services than have others, for example, Newfoundland. In 
ther words, each province has patterns of organized community health services 
which have evolved from its own particular geographic, social, economic, 
yopulation, and cultural circumstances. 


| In this study and report, no pretense is made that the situations in the other 
provinces have been considered in the detailed manner which has been possible 
for Ontario. However, it is our contention that the following general observa- 
tions on Ontario, made in Chapter IV of this study,® hold true for all provinces: 


“Scientific, social, and economic changes are making the traditional pattern of 
separately developed and administered community health services less and less 
efficient. Circumstances have combined to create a rapid proliferation of health 
services of ever increasing complexity. The resultant overlapping of services in some 
areas, gaps in services in other areas, and uneconomic use of skilled personnel and 
complex facilities, are hampering the ultimate objective of providing a balanced 
pattern of modern community health services which work together effectively. 
‘Segregated community health service planning and administration should be ended.” 

. 
| Though most of those in the different provinces to whom the working 
document was sent favoured closer formal co-ordination of all organized health 
services at the regional or provincial levels, a few were opposed to the idea of a 
common administrative structure for all organized health services.t Their prefer- 
‘ence was for separate administrative patterns, as they presently exist, with 
liaison and co-ordination to be facilitated through such means as joint commit- 
tees and cross-appointments. It is clear from some of the comments received and 


1Preface, pp. I-V. 
2See Chapter VI, pp. 91-166, for factual s 
provinces other than Ontario. 

3See pp. 69-73. 
| 4Comments received are presented in Chapter VI, pp. 91-165, 
| tion of services in each province. 


ummaries of organized health services in the 


following the factual descrip- 


168 ROYAL COMMISSION ON HEALTH SERVICE 


from conversations from time to time with colleagues from other provinces, 
especially those working at the community level, that, whereas in Ontaric 
problems arising from a high degree of local autonomy exist, in provinces with 
quite limited local autonomy in such services as public health, problems arising 
from over-centralization of planning and administration may occur. On the other 
hand, some of those to whom the working document was sent favoured retention 
of almost complete provincial administration of public health and some other 
programmes, for reasons of greater administrative ease. 


After consideration of existing organized health service patterns, the variou; 
comments and suggestions of those in each province to whom the working 
document was sent, and our own knowledge of the different provinces, | 


i 

it is suggested that a co-ordinated regional approach to the plannin: 
and administration of organized community health services be implemente( 
in each province, comparable in general concept to the suggestions madi 
for Ontario in Chapter IV,1 but subject in precise details to the particu 
circumstances and traditions of the specific province. 


Thus, for example, it would seem wise to consider all of Prince Edwari 
Island as one region. Provinces of moderate size but with relatively smal! 
populations, such as Nova Scotia and New Brunswick and, in time, possibl 
Newfoundland, might wish to have more centralized general administration 0) 
some services than has been suggested for Ontario, with semi-regional divisio1) 
for other more extensive services, such as hospitals and public health services 
The Prairie Provinces and British Columbia, because of their large areas an¢ 
relatively large populations might well consider two or more regions each 
though to conform with existing administrative patterns they might wish t 
retain greater provincial powers than have been suggested in the case of Ontario 
In Quebec and Ontario, with both large areas and large populations, a numbe’ 
of regions seem indicated. | 
| 

Special interprovincial agreements would be desirable, so that an area il 
one province with an obvious referral pattern to a large centre in an adjoining 
province could continue and extend existing largely ad hoc arrangements on ‘ 
more organized basis, as for example, the Kenora section of Ontario to Winnipes¢ 
in Manitoba. Highly specialized facilities and personnel, such as special rehabili- 
tation centres, might well serve several adjoining provinces with relatively smal 
populations individually, as for example, the Maritime Provinces. 


It is also obvious from our own knowledge of provinces other than Ontario, 
from a consideration of the factual summaries in Chapter V2 of organized health 
services in the other provinces and from the comments and suggestions of those 
to whom the working document was referred in the other provinces, that many, 
if not most, of the specific health service problems and issues found in Ontaric 


1Chapter IV, pp. 69-73. 7 
*Chapter VI, p. 91. 
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xist to a greater or lesser degree in every province. Problems and issues of 
anning, distribution of services, education and training, staffing, financing, and 
a are not peculiar to Ontario. 


It is suggested that comparable studies to the ones described in this 
study be carried out in the other provinces, so that the specific applica- 
tion of the main administrative suggestions, as outlined in Chapter IV,} 
and of the specific service and programme suggestions, as discussed in 

Chapters I to III? and as summarized in Chapter V,3 may be determined for 

each province. 


1Chapter IV, pp. 69-73. 
2Chapters I-III, pp. 11-68. 
sChapten V, pp. 75-87. 
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\PPENDIX I 


SITY OF PETERBOROUGH FIELD STUDY 


SOME GENERAL FACTS 


| The City of Peterborough is located in the County of Peterborough about 90 
niles north-east of Toronto and 135 miles west of Kingston. It is the administra- 
tive centre of the county and the largest urban centre for a considerable 
distance in all directions. The Otonabee River, a part of the Trent Canal system 
linking Lakes Huron and Ontario, flows through the city. Geographically, 
Peterborough is situated in the St. Lawrence lowland region. A fertile agricul- 
tural region immediately surrounds it. To the north are the wooded highlands 
and lake country of the Canadian shield. To the east is an area with large mineral 
Jeposits of iron, uranium, and nepheline syenite. The climate is warm in summer 
and only moderately cold in winter. 


Historically, the site was first called Scott’s Plains after the man who built a 
grist mill there in 1820 to serve the settlers, chiefly from England, who came to 
the area because of land grants offered to retired military personnel following 
the Napoleonic Wars. A few years later, a large number of Irish immigrants 
came to the area to farm. The rich timber resources of the surrounding area 
served to encourage the growth of sawmills. The name, Peterborough, was given 
to the settlement in 1827. It grew steadily as the centre for the surrounding 
farming and lumbering activities. 


| The 1961 Census figures showed a population of 47,185 people as compared 
with 38,272 in 1951, an increase of over 23 per cent in the decade.’ Approximately 
100,000 live within a 20 to 25 mile radius of this city. A recent annexation on 
January 1, 1963, raised the city’s population to just over 50,000 people. Of the 
1961 population, almost 40 per cent were under 20 years of age, as compared with 
39.5 per cent for the Province as a whole.” Approximately 9.3 per cent were 65 
years of age or more, as compared with the provincial figure of about 8.3 per 
cent.2 The somewhat higher proportion of older people exists to a large extent 
because older people from the surrounding rural area often come to the city on 
‘retirement. Over 80 per cent of the people are of British Isles stock. The 
remainder are largely European in origin. Approximately 70 per cent are 
Protestant and 24 per cent Roman Catholic in religion. 


} 
| 


1Dominion Bureau of Statistics Census data for 1951 and 1961. The percentage population 
increase for Ontario as a whole over the same period was 35.64 per cent (from 4,597,542 people to 
6,236,092 people). 


“Dominion Bureau of Statistics 1961 Census data. 
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Peterborough is a large manufacturing centre. The largest industry is the 
manufacture of electrical equipment.! Other large industries are producing 
electric appliances, outboard motors, farm machinery and iron products, power 
lawnmowers, chain saws, watches and clocks, flour, feed, cereals, and bakery 
products, rugs and carpets, boats and pleasure craft, paper products, lumber and. 
building supplies, and until recently meat packing. Peterborough is also a centre 
for the marketing of the farm products, especially dairy products, of the 
surrounding rural area. The tourist trade is an important source of revenue) 
because of Peterborough’s location in the heart of a lake and resort area. 

The City is well supplied with electric power, with a capacity in excess of 
the present usage, and with natural gas. Water for drinking and commercial 
purposes comes from the Otonabee River in more than sufficient amounts, 
Extensive underground water supplies also exist. | 

The Canadian Pacific Railway provides daily passenger, freight, and express. 
services to Toronto and elsewhere. The Canadian National Railway has daily 
freight and express services. Highway No. 7 between Toronto and Ottawa goes 
through the city and there are good connections with Montreal and other centres, 
There are daily bus connections to Peterborough and quite a number of 
transport companies serve the city. There is a private airfield just south of | 
Peterborough. | 


The cost of living is generally similar to that elsewhere in southern Ontario, 
though slightly lower than for Toronto. Shopping facilities of all types are good. 
There are good public and separate primary, technical, and secondary schools. In 
addition, there is a provincial teachers’ college. A new liberal arts and basic 
science university, Trent University, began accepting students in the autumn of 
1963. A large daily newspaper and a small weekly newspaper are published in. 
Peterborough. There are two radio stations and one television station. The city is. 
administered by an elected mayor and ten aldermen through full-time municipal 
departments. 


PUBLIC HEALTH 
Organization 


The City of Peterborough has a full-time Public Health Department. The | 
Board of Health? consists of four members, only one of whom, the mayor, is a 
member of the Municipal Council. The Secretary is the City Clerk. The Medical { 
Officer of Health is a member of the Board as well as its chief executive officer. | 
The Department has its office in the City of Peterborough Municipal Building. | 


Abbreviated Financial Statement, 1962* 


Revenue 
NationalsHealth Grants: « 4. aaivwnewtes washase. $ 9,066.01 
Cityyof; Peterborough es cc. chp eracscreues cathy eee 79,609.46 


$88,675.47 


‘The main plant of Canadian General Electric, Canada’s largest manufacturer of electric | 
equipment. 
21962 Board of Health: 
The Chairman—a business executive. 
The Mayor of Peterborough. 
A retired school principal. 
An employee of Canadian General Electric Company. 


*The actual expenditures were approximately $14,500.00 less than budgeted for, chiefly because) 
the staff was below strength for part of the year 


\ 
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Expenditures 
GeneralyAgmunistration®.:. s:a8 oo. Une os $ 3,062.05 
egitim Gucationyy) cl... Neots asl oh tives 499.22 
Miscellaneous (including conferences, rentals, 

Ree rs cl eel so ae 24's Guo t . oo ee & 3,663.23 
DOAEAEIOS) ME ee, pore el. este dolce tate 75,242,46 
PENS DOLLOUOM es Sere ey oe lhe oes ewe ets Cee ware 5,168.53 
OES CHCIGem a. tere. ec recat) Sia gw wwe. (Ps 1,039.98 

$88,675.47 
Staff! 
Full-time Part-time Total 

Medical Officer of Health ...... 1 1 
eer el ly sIGlOs baa sve sts «<a 6) 0 1 a 
Supervisor, Public Health Nursing i 1 
Public Health Nurses? .......... 10 10 
Chief Sanitary Inspector? 
Secretarial and Clerical Staff ... 3 3 
Sanitary Inspectors’ ........... 2 2 

17 t 18 


_ About one-half of the public health nurses are married and, though there is 
reasonably high turnover, replacements are fairly readily obtained. The public 
jealth nurses are hired by the Board of Health, with automatic City Council 
‘pproval. Salary ranges are comparable to those in urban centres of comparable 
‘ize in Ontario.® They receive an annual four weeks vacation. In-service 
‘onferences and teaching sessions are held for the nurses and, in addition, there 


re opportunities to attend outside courses and conventions. 
i 
The sanitary inspectors are employed directly by the municipality on 


ecommendation of the department, and are members of the City Hall Em- 
loyees’ Union. A personnel problem exists because under the agreement 
»etween the city and the union the sanitary inspectors receive larger salaries® 
han the present maximum salary for the public health nurses. This agreement 
as also caused concern because the holiday time for inspectors has been reduced 
0 two weeks from the four weeks available when they were employed directly 
ty the Board of Health. At present there is no specific in-service training 
srogramme for the sanitary inspectors. 


| 


’rogrammes 
Yommunicable Disease Control 
GENERAL 


Reporting in general is incomplete but the major diseases are well re- 
yorted.? Certain childhood communicable diseases are well reported by the 


1As of the end of 1962. 
2Two of the nurses were partly financed through National Health Grants. 
3As of 1963 there is a Chief Sanitary Inspector. 
4A trainee sanitary inspector is being sponsored by the Department. 
5As of 1962, starting salary was $3,650.00 per year. Annual increments to a maximum of $4,400.00 
vith an additional $100.00 for a nurse with a university degree. Salary for Nursing Supervisor in 
962 was $5,200.00. 

®As of 1962, the lowest salary was $4,600.00 per year. Annual increment to a maximum of 
‘4,900.00. The range provided for a Chief Inspector was $4,750.00-$5,350.00 per year. 
7There were 85 infectious hepatitis cases reported in 1962, compared with 32 reported in 1961. 


| 
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schools and to a lesser extent by the doctors. No routine visit is made to home) 
where a communicable disease has been reported unless there is some reasol 
indicated for such a visit. Enforcement of isolation periods so far as school re: 
entry is involved is left to the school principals. 


The Medical Officer of Health is a member of the Hospital Infection) 
Committee at St. Joseph’s Hospital. This Committee meets monthly excep 
during the summer and reviews all infectious cases to decide if they arose in thi 
hospital or were brought in from outside. Attempts to prevent future outbreak; 
: 
| 


are carried out. 
TUBERCULOSIS CONTROL 


Regular diagnostic and follow-up clinics are held at St. Joseph’s Hospital) 
and the Civic Hospital?. The City Health Department provides a public healtk: 
nurse for each clinic. A physician from the Tuberculosis Prevention Division oO! 
the provincial Department is present at one clinic each month to carry out 
referral examinations. The two other clinics are staffed by public health nurses 
only. In the spring of 1963, the programme was increased to four clinics a month 
with a physician at each clinic. Two are held in the Civic Hospital and two in St 
Joseph’s. Two of the clinicians are from the provincial Department and two are! 
local physicians. One full-time nurse is employed by the clinic. The clinic and the 
nurse provide some increased service for the area immediately outside the city, 
The cost of the increased service is paid for by the Division of Tuberculosis 
Prevention of the provincial Department of Health. All referrals to the clinics 
are made through the Peterborough Health Department. The X-ray equipment 
is provided by the province and the hospitals provide the X-ray technicians and 
necessary space. The cost of X-ray films is covered by the Peterborough County 
Tuberculosis Association. A volunteer from the Peterborough County Tuber- 
culosis Association also assists in operating the clinics. Most patients requiring 
sanatorium care are referred either to the sanatorium in Kingston or the one in 


Weston (Toronto). The Association covers transportation costs if these cannot 
be arranged personally. 


Miniature chest X-ray units have also been installed in the two hospitals for. 
use in admission X-rays.® If a larger film is indicated, this is done. The hospitals 
provide the technicians and space and are reimbursed by the Peterborough 
County Tuberculosis Association. . 
| 
So far, the Health Department has not felt it to be necessary to have an. 
X-ray unit at its own office. The Department has been active in arranging for 
high risk groups, such as old cases, contacts, positive tuberculin reactors in 
younger age groups, and referrals from family physicians. -_ 


The mobile van of the Ontario Department of Health visits the old peoples’ 
homes regularly. The medical officer of health has suggested that this procedure 
in old peoples’ homes could well be modified to an initial admission X-ray and 


1Twice a month. 
2Once a month. 


__ *The public health nurses try to see all patients discharged on drug therapy once a month 
either at the clinics or in their homes. 


#Through the Christmas Seal Campaign. See also p. 214. 


= 5The ae admission X-ray rate at the Civic Hospital was 88 per cent and at St. Joseph’s was 
per cent. { 


“Fifty cents per film. 
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geriodic sputum tests thereafter. The provincial Industrial Hygiene Division 
arranges for periodic X-rays of workers exposed to silica dust. A periodic mass 
survey is carried out in Peterborough approximately every four years using the 
nobile van service. Any resident may take advantage of the service. The present 
orocedure is to do a miniature chest X-ray on all those over 40 years of age and a 
suberculin test with subsequent X-ray if indicated on all people under 40 years 
of age. A number of the industrial firms require a pre-employment chest film. 
The Peterborough County Tuberculosis Association pays for the films.’ The city 
Health Department does Heaf and tuberculin testing in the schools,? for the per- 
sonnel working in nursing homes, and for those attending baby sitters’ courses. 
Since 1956 anyone in Ontario applying for either provincial or municipal 
allowances or welfare assistance may have a chest film at the expense of the 
orovincial Department of Health. It is planned to encourage greater use of this 
procedure through the municipal welfare officer. 


| There is little question that, as elsewhere, the tuberculosis control pro- 
zramme is one of the most satisfying personally to the Health Department staff 
and is an area of close liaison with other community health services. One 
oroblem is that there are no full-time medical officers in the county outside the 
rity. All reports on discharged patients are sent to the Health Department but its 
area is confined to the city proper. It is felt by the staff that a complete follow-up 
clinic and public health nursing service are needed in the county as well. 


VENEREAL DISEASE CONTROL 


| The programme is largely one of following up contacts and those who are 
delinquent in taking treatment. There are no public clinics. If a contact is named, 
word is sent by the provincial Division of Venereal Disease Control to the 
Medical Officer of Health. The person is visited and required to go for a check-up. 


There is some difficulty in obtaining accurate data on the actual incidence of 
venereal diseases in the area. Reporting is directly to the Province and by the 
Province back to the local Medical Officer of Health. It is suspected that some, 
perhaps even many, cases are now being treated without being reported. 


IMMUNIZATION 


| Primary immunization by the family doctor is encouraged in the pre-school 
period in an effort to have all children start school with primary immunizations. 
At the child health, clinics? initial immunization and reinforcing doses of small- 
pox vaccine and the quadruple antigen‘ are also given. A physician employed 
part-time by the Department gives the inoculations. During the 1962-63 season, 
initial doses and smallpox vaccinations were given in Grade I to those not 
previously immunized, as well as booster doses to those who had been protected. 
Henceforth, all primary immunizations will be done during the pre-school 


1Ibid. 

2See p. 182. 

®*See p. 181. 

4DPT Polio—diphtheria toxoid, pertussis vaccine, tetanus toxoid, and poliomyelitis (Salk) 
vaccine in a combined antigen. 
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period. A booster of triad vaccine! in Grades III and VII and a re-vaccination i 
Grade VII will be given. 


In the secondary schools, a booster dose of combined tetanus toxoid ani 
poliomyelitis (Salk) vaccine will be given in Grade XI. 


No specific adult vaccination programme is provided. However, adults may 
come by appointment to the Health Department for vaccination against small’ 
pox. Those wishing other inoculations are referred to their family physicians 
The original Salk vaccine programme was carried out in the area by the De. 
partment. The mass programme for the first Sabin vaccine dose was com: 
pleted; 85 per cent of children and 55 per cent of adults were covered. 


Sanitation 
WATER SUPPLIES | 
The water supply is drawn from a surface source, the Otonabee River. The 
water is filtered and chlorinated in a plant operated by the Peterborougt 
Utilities Commission. The potential capacity is well in excess of current demand. 
There are also large sources of underground water which could be used by 
industries wishing to have large amounts of unchlorinated water for manufac- 
turing purposes. A fluoridation plebiscite in December 1962 resulted in ¢ 
majority negative vote. The role of the Health Department is to do routine 
inspections on the safety for health. Municipal supplies are sampled daily and or 
request. No private supplies for drinking purposes exist in the city. 


\ 
' 


SEWAGE DISPOSAL | 

There is an adequate activated sludge with digestion sewage treatment plant 
operated by the municipal Department of Public Works. The excess sludge is 
trucked to fields in the surrounding county. In the summer the effluent is 
chlorinated but otherwise it passes without treatment into the Otonabee River. 
There is sufficient capacity for a number of years in the future. This plant can 
now handle industrial waste and every endeavour is being made to get all the 
plants in the city to use the sanitary sewer system rather than to put their waste 
into the storm sewers. Large users present no problem but some small domestic 
plants put waste into the storm sewers. Often they are unaware of this because. 
the sewer connections were made many years ago and no one knows whether 
the connection is to a storm or sanitary sewer. The situation is detected only 
when extensive search is made for sources of pollution. 


The Health Department’s role is to make regular checks to be sure that 
pollution, which is hazardous to health, does not exist, as well as to invesiigaa 
specific complaints. 


The control of private sewage systems, septic tanks or privies, is also a 
department responsibility. Every effort is being made to eliminate the few 
remaining ones as quickly as possible. However, it is sometimes difficult to 
enforce by-laws about the required joining to sanitary sewers, when these are 
available. The city will offer to install and pay for the system and then let the 
owner repay the cost on an instalment basis with his taxes. 


i 


1DT Polio—diptheria toxoid, tetanus toxoid, and polyiomyelitis (Salk) vaccine in a combined 
antigen. This is used for booster purposes only. 


| 
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MILK SUPPLIES 


| There are seven pasteurization plants in the city. All control is through the 
dairies. These are checked twice a month by the Health Department for 
pasteurized milk samples. The Health Department does not inspect the farms of 
producers since these are inspected by the local representative of the provincial 
Department of Agriculture. An ice cream plant at one dairy is checked monthly. 


} 


| 


SLAUGHTER HOUSES AND MEAT INSPECTION 


All meat sold in the city must be inspected either by federal or provincial, 
‘or local authorities. This last requirement is under a new local by-law which 
requires all meat supplies sold for human consumption to be checked on. There 
are no slaughter houses in the city now. A large packing house has recently 
‘closed for economic reasons. There is a weekly farmers’ market which is checked 
for general sanitation periodically. 

| 

| FooD OUTLETS AND RESTAURANTS 


Bakeries, beverage rooms, butcher shops, eating establishments, food stores, 
‘ice cream vendors, markets, milk product plants, milk vendors, mobile canteens, 
-pushcart vendors and pedlars, and refreshment booths are checked regularly for 
general sanitary conditions, as well as when they apply for annual municipal 
licences and on receipt of a complaint. There are four beverage and bottling 
plants in the area which are checked quarterly. Automatic equipment, such as 
-food-vending installations and milk dispensers are also checked regularly. Soft 
‘ice cream plants are checked monthly when in operation. Visits are also made on 
receipt of complaints. 


Restaurants and hotel dining facilities are inspected thoroughly monthly. 
Tests are sent to the provincial Branch Laboratory in Peterborough.! When they 
are visiting the restaurants and hotel dining rooms, the inspectors try to do some 

health teaching of proprietors and food handlers. The rapid turnover of employ- 

ees in the food-handling field presents difficulties for health education and con- 
trol. The aesthetic appearance of some facilities is not all that it might be, but 
this is not a Health Department responsibility unless health hazards exist. 


PLUMBING 


Plumbing control is the responsibility of a special Plumbing Inspector in 
the City Engineer’s Department. As mentioned above,” the Health Department 
does inspect septic tanks and also the sanitation facilities in schools. 


SWIMMING AREAS 


| Swimming areas on the river, canal, and a small lake inside the city are 
checked weekly during the season for swimming safety. Other areas are 
‘inspected monthly. One outdoor public pool is checked weekly during the 
summer season. Public indoor pools are inspected weekly. Private pools are 
checked on request only. 


1See pp. 194-195. 
2See p. 178. 
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GARBAGE 


Garbage collection is carried out by the City Engineer’s Department. 
Garbage must be properly wrapped and placed in regular garbage cans. 
Sani-van trucks are used. Twice a year there is a special collection of any 
material which otherwise would not be accepted. This law is strictly enforced) 
Disposal is through sanitary land fill in Otonabee Township 10 miles away. The 
Health Department is concerned only with assisting in checking on complaints 
where a health hazard may exist. 

HousInG 

A few areas of substandard housing exist. The present policy, where 
premises are to be condemned, is to wait until the people move out, and then 
placard them, rather than while being lived in. Not uncommonly the problem is) 
to find housing for the former residents. Housing by-laws are co-operatively| 
enforced by several municipal departments.! 
| 

AIR POLLUTION 

This presents no serious problem at present. There is a testing unit from the! 
provincial Industrial Hygiene Division in the city. It is supervised by the| 
Municipal Fire Department. Interest is chiefly in radioactive substances and dirt. 
The local Health Department is not directly involved. There is no local by-law) 
under the Air Pollution Control Act but an inspector with the City Engineer’s 
Department is doing some survey work. 


MISCELLANEOUS 


A variety of other premises are inspected regularly for sanitation purposes; 
for example, barber shops, beauty parlours, day nurseries, funeral homes, 
garage wash rooms, infant boarding homes, jails, laundries, lodging houses for 
tourists, schools, theatres, and public halls. Apartments are checked only on 
receiving a complaint. 


GENERAL | 


One of the sources of difficulty is that some existing provincial legislation is. 
difficult to enforce. Sometimes this is because of the general language in which it : 
is written but also in some cases because of the personal hardship which may be 
involved in too rigid enforcement. Therefore, a good deal of tact has to be used in| 
enforcing legislation. Otherwise, there are on environmental control problems! 
that cannot be met by the city Department of Health. | 


Maternal and Child Health 
PRENATAL PROGRAM 


Four series of prenatal classes were conducted in 1962. People come on. 
referral from their own doctors or must ask permission. Each series consists of 
nine sessions. These are operated by the Department of Public Health and are | 
presented by the public health nurses. Physical exercises are also taught. During | 
1962 there were no classes for couples. It is felt that these classes are a | 
preparation not just for labour but for parenthood. 


i 


Department of Health. Building Inspectors of the City Engineer’s Department and the Fire” 
Department. 
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There are no prenatal clinics in either hospital nor does the hospital provide 
clinic service. Medical prenatal supervision is provided solely by the family 
physicians. The public health nurses do, however, make home visits for prenatal 
instruction when cases are found or on the request of physicians.! The extent, if 
any, of people in the lower income group who receive little or no prenatal 
supervision is unknown. The Victorian Order of Nurses also visits homes but 
does not hold any prenatal classes. 


| In 1962, there were 1,015 resident live births and 838 non-resident live 
births. 


| Post-NATAL PROGRAM 


| 
; 
| The public health nurses make routine home visits as soon as possible after 
receiving the birth notices.2 Thereafter, they visit if requested by the family 
physician or where the mother and child are not under regular supervision. 
Every effort is made to encourage mothers to have a post-natal checkup six 
weeks following delivery. At one time the public health nurses visited all 
obstetric patients at St. Joseph’s Hospital. This saved much time since it 
permitted selective home visits only to be made. An attempt to have this 
programme in the Civic Hospital was turned down by the medical staff. 
Subsequently the medical staff asked for it to be withdrawn from St. Joseph’s 
Hospital. It is felt that this was due to misunderstanding of the service and there 


is hope of restoring it. 


Some maternity patients are referred by their doctors to the Victorian Order 
of Nurses, but the Health Department is unaware of these referrals. Thus, in 
spite of good liaison double visits sometimes occur. 


WELL-BABY AND CHILD HEALTH CLINICS 


Well-baby and Child Health Clinics are held once a month at six centres. As 
well as advice to the mothers about the normal growth and development of their 
children, initial immunizations and reinforcing doses are provided.® There is a 

physician? in attendance for the immunizations and for examination where 

‘indicated. Attendance at these conferences has been declining in recent years and 

less than one-half of eligible infants are believed to be brought.° It is felt that 

this is because more people are going to family doctors, since they have 

insurance. However, the department staff feels that these conferences should not 

be entirely abandoned since there would otherwise be some people who might 
not receive supervision. Few children older than one year are brought to the 
clinics except for immunization. 


1Prenatal visits were made to 111 cases by the public health nurses and 7 by the V.O.N. in 
1962. Based on 1,015 resident live births, about 12 per cent of eligible mothers were visited. 
(Method used by G. K. Martin and K. B. Ladd, “Maternal and Child Health Services, Ontario, 
1958”, Canadian Journal of Public Health, March, 1961, p. 112. The errors in this calculation are 
described in the article). 
2Ibid., p. 114. Birth registration visits under one month of age were made to 664 cases by 
the public health nurses and 17 by the V.O.N. This represents about 67 per cent of eligible 
cases. About 80 per cent of infants received at least one visit. 


3See p. 177. 
+Retained by the Board of Health ona part-time basis. 
5328 individual infants were brought in 1962. 
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INFANT BOARDING HOMES AND BOARDING HOMES FOR MOTHERS | 
In Ontario the Maternity Boarding Homes Act requires that anyone board-~- | 
ing a child under the age of three years for money must obtain permission from 
the Medical Officer of Health. The public health nurses visit these homes | 
obtain the pertinent information before licenses are granted. These are in-| 
spected three to four times yearly. The homes are also checked by the sanitary 
inspectors to be sure that they meet sanitary requirements when they first 
apply for a licence. The homes are referred to the Department by the Children’s 


Aid Society who supervises their child-care standards. | 


The Well-baby and Child Health Clinics are available to older pre-school 
children but few of these actually attend following the age of one year.! The | 
public health nurses visit homes as requested by doctors or families or as they | 
themselves learn of problems. 


| 
PRE-SCHOOL CHILD HEALTH PROGRAMME 


At the time of the pre-school spring roundup, letters are sent to the parents 
requesting them to arrange a physical examination by their own doctor? for any 
child who will be starting school in the succeeding autumn. The parents are also | 
urged to arrange a dental checkup. If this has not been carried out, the child is | 
examined by the nurses on entering school. Where indicated, he is referred to. 
the Medical Officer of Health for examination. | 


The packet sent out to the parents includes a letter, a health inventory form, 
a physical examination form, and a dental card and certain pertinent literature. 
Particularly important in the pre-school examination is the detection of defects | 
so that the public health nurses may follow their progress to try to assure that 
they are corrected. | 


School Health Service? 


School sanitation and food facilities are checked regularly as required by 
law. Other services are based on agreement between the health and education. 
authorities. | 

| 
PRIMARY SCHOOL SERVICE | 

In 1962-1963 only, immunization is to be carried out in Grade I through 
initial doses and smallpox vaccinations, as well as booster doses. In subsequent | 
years, it is planned to restrict the programme to the pre-school period. Boosters | 
with triad vaccine will be given in Grade III and in Grade VII, and a smallpox | 
re-vaccination in Grade VII. 


As to screening procedures, the Heaf test is to be performed in Grades I and | 
VIII. Those with positive Heaf tests are rechecked by a Mantoux. There is a 
follow-up chest film if indicated. At present audiometric work in the public 
school system is carried out on Grades I, III and V by a Board of Education | 


See above p. 181. 


7In 1962, 83 per cent of pre-school examinations were done by family physicians. Only 35 per © 
cent returned signed dental cards. | 


3In 1962 there were 15 public elementary schools with 7,125 pupils, nine separate elementary | 
schools with 2,622 pupils, three public secondary and technical schools with 3,642 pupils, and two | 
separate secondary schools (one intermediate and one high) with 802 pupils. 
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technician. She also does the vision testing on Grades I, IV and VII. There is no 
audiometric testing in the separate schools. Vision screening is done by the 
public health nurses in the separate schools in Grades I, IV and VII using the 
Snellen chart and near-vision test with referral to parents and the family doctors 
if indicated. There is no school dental programme. 

| 
| 


All children who have not had a pre-school medical examination are checked 
by the public health nurse with referral to the Medical Officer of Health if 
indicated. They are particularly interested in detecting remedial defects and 
referring these to parents for care. Subsequently children are seen only on 
referral by the teacher, principal, or parent to the public health nurse. 
‘Teacher—nurse conferences are held annually at which each pupil in a class is 
briefly discussed by the class teacher and the public health nurse. In Grade VIII 
a general classroom health talk is given and an individual counselling conference 
‘with the public health nurse is offered to each pupil. 


| An increasing amount of nursing time in the schools is being spent on 
jcounselling children referred for minor emotional, behaviour, and absenteeism 
problems. More serious cases are referred to the parents with the suggestion 
that the child be seen by the family doctor and, if indicated, by the community 
‘Mental Health Clinic.1 Monthly conferences of the staff concerned with each case 
are held by the Mental Health Clinic, the schools, and the Health Department. 
Also a meeting on mental health in school children in each public elementary 
‘school is held annually with Mental Health Clinic representatives, the Medical 
‘Officer of Health, the Public Health Nursing Supervisor, the local school public 
health nurse, the local school inspector, the Superintendent of Schools, the local 


school principal, the local school guidance teacher, and the teachers concerned. 


At the beginning of the school year in 1963, in attendance at a general staff 
‘meeting in each school, the Medical Officer of Health, the Public Health Nursing 
‘Supervisor, and the school public health nurse will outline the school health 


‘programme for the year. 


| There are opportunity classes for children of lesser capacity and limited 
facilities for physically handicapped children. Provincial and municipal grants 
are now available to assist the School for Retarded Children begun by a 
voluntary association of parents to meet the needs of these children excluded 


from the regular school system. 


SECONDARY SCHOOL SERVICE 


Tetanus toxoid and poliomyelitis (Salk) vaccine boosters are given in Grade 
XI. As to screening procedures, the Heaf test, (repeat Mantoux on positives), 
and follow-up chest film as indicated are carried out in Grades X and XII. No 
‘vision and hearing testing are being done at the moment. There is no school 
dental programme. Those who have not had a pre-high school physical examina- 
‘tion by family doctors? after a letter and forms have been sent out are appraised 
by the public health nurse. Referral is made to the Medical Officer of Health if 
indicated. Any defects found are referred to family physicians through the 


| parents, 


( 
} 
i 


2In 1962, 68.5 per cent of pre-high school examinations were done by family doctors. Only 39 


See p. 193. 
| per cent of signed dental cards were returned. 
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It is intended to encourage teacher—nurse conferences, particularly between | 
the public health nurse and the physical education and guidance teachers. | 
Increased nurse health counselling is also being planned.' As well, a meeting of 
the public health nurses, supervisors, and Medical Officer of Health is held with 
the teachers at the beginning of each year. | 


The present high school programme is fairly limited with anywhere from 
one half-day to two-half days a week in the secondary schools. This policy of: 
having the pre-high school examination by the family doctor is well acceDtaiay 
For those in competitive sports, a yearly examination is required by the School | 
Boards themselves. This is done by the family doctors. | 
GENERAL COMMENT 


Peterborough is one of the communities which at one time had a school: 
health service operated by the Public School Board. This was subsequently 
replaced by the present programme based on a general agreement with the’! 
Board of Health.* However, a number of questions have not yet been settled. For | 
example, the school authorities possibly would like to have a full-time first-aid . 
service, including attendance at athletic events, whereas the Health Department | 
feels that this would not be making the most effective use of public health 
nursing time. The Department points out that, with training, teachers could do 
minor first aid. If more serious problems occur, medical or hospital care are 
required rather than nursing attention. ; 


Another unsettled question is that of a school dental service. The Public 
School Board previously employed a dentist to carry out a survey and to provide 
treatment for children from needy families. Others were referred for care. This 
was discontinued under the new agreement with the Board of Health, partly 
because the former incumbent had retired and partly because of uncertainty 
as to the kind of programme there should be. 


Presently, the pre-school and pre-high school letters to parents recommend 
a dental examination. The schools would like to have the detection and education | 
service reinstated. | 

It has been suggested that any treatment of children whose families cannot 
afford to provide it be covered by a City grant, so they could go to the dentist of 
their choice rather than by employing a special school dentist. On the other hand — 
several dentists pointed out that the older dentists already had all the work they 
could manage but that the more recently arrived dentists might welcome such | 
work, initially at least. However, this would depend on a continuing influx of 
new dentists. This might not work out since it was pointed out that it has at times - 
been difficult to find dentists willing to look after children covered for care under 
the provincial Mothers’ and Dependent Children’s Allowance. The Children’s Aid 
Society have so far been able to arrange dental care for their wards. However, | 
since the General Welfare Assistance Act only assists municipalities in paying for 
emergency extraction care, children of parents on public assistance, both of 
pre-school and school age, can only get preventive care through private | 
arrangements made with dentists for free care or through payment by interested | 
service clubs. 


"In 1962, 1,541 conferences were held with students. 


*The audiometric programme remains under the Public School Board. It is proposed either to 4 
place this under the school health programme and to extend it to the separate and secondary | 
schools or to integrate it more closely with Health Department Services. 
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There are some difficulties, chiefly of liaison and clarification of functions 
concerning mental health work. The view was expressed that the public health 
nurses should only be expected to handle straightforward emotional and 
personal problems. The guidance teachers tend to restrict themselves to voca- 
tional counselling and to selecting children for the opportunity classes. On the 
other hand, the Mental Health Clinic! feel that its case-load is such that only 
serious problems should be referred. The interpretation of what constitutes a 
serious problem tends to vary between the school and school service and the 
clinic. Some doctors also feel that the schools may stress the need for care to an 
extent where parents refer children to the clinic for matters which the family 
doctor could look after. 


Another matter of concern to the schools and Health Department staff is that 
of sex education at the senior elementary and junior high school level. It is felt 
that some type of programme is needed since a number of pregnancies have 


occurred in children of these age groups. 


| 5 
'Public Health Education 


This is largely done through personal contact by the Health Department 
staff. Mass media are used when some special programme is being carried out, 
‘such as that for the Sabin vaccine. The Medical Officer of Health writes a weekly 
‘column in the Peterborough Examiner. Members of the staff also speak at 


various organization and club meetings on request. 


Accident Control 


| There is no specific programme by the Health Department other than by the 
‘nurses noting problems during home visits. More recently, Poison Control 
Centre” follow-ups have been referred to the Health Department but these 
have been relatively few in number. The police have an active traffic accident 
‘control programme in the schools and with community groups. 


‘Public Health Nursing and Home Care 


Because there is a Victorian Order of Nurses branch? in the City, the public 
‘health nurses do no bedside nursing care. The maternal and child health visits 
have been mentioned previously. There are an increasing number of home visits 
in connection with mental health problems. Cases are found in schools, among 
‘those discharged from mental hospitals, and among those attending the Mental 
‘Health Clinic. It is felt that this will be a growing activity. As well, there are the 
‘visits previously mentioned for tuberculosis and venereal disease control pur- 
‘poses. There appears to be some duplication of effort in the care of the aged and 
In prenatal and post-natal visiting between the Victorian Order of Nurses and 
‘the Health Department, in spite of good co-operation between them. 


t For home visiting, the City is divided into ten geographical nursing districts. 
Each nurse also serves a school or schools which may or may not all be in her 
district. 


1See also p. 193. 


?See p. 190. 
3See pp. 202-203. 
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Emergency Measures Organization | 
The Medical Officer of Health is the Medical Director for the City but 
because of uncertainty about the programme in the senior levels of government 
the programme has been hampered. There is an active Co-ordinator in the City. 
| 

Nursing Home Inspection ) 
There are five nursing homes in the City. All are licensed and are considered 

to be adequately operated. These are checked routinely every two months by the 
sanitary inspectors and every three months by the public health nurses, unless’ 
they are visiting a patient for some other reason. 


H 
| 
| 
| 


Liaison with Other Community Health Services 


The Medical Officer of Health is a member of the boards of the Victorian, 
Order of Nurses, the Children’s Aid Society, the Peterborough County Tuber-' 
culosis Association, and the local unit of the Canadian Cancer Society. There are 
also close relations with the Welfare Administrator and the Regional Laboratory: 
of the Ontario Department of Health, both located in the same building as the) 
Health Department. 


The Medical Officer of Health is a member of the Peterborough County 
Medical Society and is personally well accepted by his colleagues. There are,| 
however, some areas of friction, especially in personal Public Health Department) 
services because the City has a large number of doctors and competition is keen. 
The Medical Officer of Health is on the associate staff of both hospitals and 
attends the general staff meetings. He is a member of the general practice 
section in both hospitals and of the Infections Committee at St. Joseph’s Hospital. | 


General Comments 


Among the problems mentioned by individual members of the Health 
Department staff was an overlapping in services provided by different groups, 
for example, material help. A central registry, possibly in the Department, was 
suggested as a solution. The medical, housing, and recreational needs of the 
elderly and of younger handicapped people were felt to be only partly met at 
present. Problems also arise in coping with the dental, nutritional, and other 
health-related needs of families on general public assistance, and of low-income 
families of large size. Homemakers for lower income families are not available 
on any organized basis at present. | 


PHYSICIANS 
General 


Peterborough has an abundance of doctors and a heavy proportion do 
specialist practice. Moreover, it is one of the early areas in which group practice 
has been developed and there are now three well-established medical groups in 
the area, as well as a group of anaesthetists.1 There are 78 doctors? in Peterbor-. 
ough, including the Medical Officer of Health, three pathologists,? and the Direc-. 
tor of the Mental Health Clinic. Sixty of the 78 doctors do specialist work and 


1The Peterborough Clinie has 17 doctors; the Medical Centre group has 17 members; the scott | 
Clinic has four members; the Anaesthesia Associates group has five members. 


2As of September 1962. 
8Two at the Civic Hospital and one at St. Joseph’s Hospital. 


vu 
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18 do only general practice, a practising specialty proportion of just over 75 
per cent.! As a result, a number of the internists, paediatricians, obstetricians, 
and surgeons do some general practice in addition to their specialty work. The 
» tag covered range through most types of surgery, obstetrics and gynae- 
cology, psychiatry, dermatology, internal medicine, ophthalmology, otorhino- 
laryngology, radiology, plastic surgery, anaesthesia, paediatrics, public health, 
and pathology. Thus, most types of specialized work can be done in Peter- 
borough. The surrounding country area has a further 12-15 doctors doing 
chiefly general practice. 


| Cases requiring long-term psychiatric care are not cared for in the Peter- 
‘borough hospitals but are referred to the mental hospitals in Kingston and 
Whitby. Short-term psychiatric care is given in the Civic Hospital. Tuberculosis 
cases are referred to the sanatoria at Weston (Toronto) or Kingston. There is a 
chronic wing in the Civic Hospital so that chronically ill people can be cared for 
in Peterborough. There is no neurosurgeon or cardiac surgeon, and cases needing 
‘care are referred to Toronto or Kingston. Cancer cases requiring radiotherapy 
are referred to the Princess Margaret Hospital in Toronto. A doctor from the 
Princess Margaret Hospital holds a clinic twice a month at the Civic Hospital for 
diagnostic referrals from local doctors and for follow up of discharged cases. 


| Children on the register of the Ontario Society for Crippled Children are 
‘visited by the Society’s district nurse. Much of the remedial surgical work is 
‘done in Peterborough. Other cases are referred to Toronto. Adults requiring 
extensive orthopaedic rehabilitation are referred to the new rehabilitation centre 
of the Rehabilitation Foundation for Poliomyelitis and the Orthopaedically 
Disabled. The Canadian Arthritis and Rheumatism Society has a visiting 
physiotherapist in Peterborough and there are hospital physiotherapy depart- 
ments. Some consideration is being given to establishing a rehabilitation centre 
in Peterborough in association with one of the hospitals. 


Comments 


| The problems in this area are not those of insufficient qualified personnel, 
though several people spoke of difficulty in finding a general family doctor. The 
competition in some fields is quite intense and this has led in the past to some 
friction with the Public Health Department. In general, however, relations with 
the Health Department are good and most of the doctors appear to welcome the 
programmes, though they wish to see only limited personal health services 
provided. 


DENTISTS 


There are 30 dentists in the area.2 One of these is working in the Peterbor- 
‘ough Clinic. The rest are working singly. One of the dentists is an orthodontist. 
The dentists are a well-organized group. They carried out an intensive effort to 
have a fluoridation vote carried in 1962 but the plebiscite was defeated. The 
dentists co-operate well with the Health Department, although, since there is no 
school dental programme, relationships are fairly limited. 


1Kither fellowship and certificated specialists of the Royal College of Physicians and Surgeons 
of Canada, specialists with non-Canadian qualifications, or practising specialists with experience 
but no formal qualifications. A large majority are formally qualified. 


2As of September 1962. 
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OTHER PROFESSIONAL AND TECHNICAL PERSONNEL 


Registered nurses for hospital nursing are in somewhat short supply, 
particularly during the summer season when many wish to take holidays. During 
the winter the problem is not acute.! Many of the nurses are married women, 
Quite a number of the nurses are graduates of the Nursing Schools at the Civic 
Hospital and at St. Joseph’s Hospital. Although there is no course in Peterbor-. 
ough, registered nursing assistants are also fairly readily obtained. | 

There are some shortages from time to time of other qualified personnel, 
such as physiotherapists, occupational therapists, medical social workers, dieti- 
tians, and laboratory and X-ray technicians, but the shortages tend to be 
temporary only. This is an area in which living conditions are pleasant. 
Professional people are attracted either to work themselves or because their 
husbands have come to work in business and industry which offer many jobs for 
skilled professional and technical personnel who, in turn, often have wives or 
other family members with training in health fields. 


HOSPITALS 


There are two hospitals in Peterborough, the Civic Hospital and St. J oseph’s 
Hospital. | 


/ 
/ 


| 
| 


Peterborough Civic Hospital 


This is a municipally owned, public general hospital with 380 beds and 52 
bassinets.2 The average occupancy rate is 85 per cent. The hospital board is. 
composed of 16 members, 14 of whom are elected municipal or county council 
representatives and the other two of whom are the president and vice-president 
of the medical staff organization. The hospital administrator and two of his senior. 
associates are graduates of the University of Toronto’s School of Hygiene in 
hospital administration. The hospital also has an intern from this course for field 
experience each year. The hospital is accredited by the Canadian Council on: 
Hospital Accreditation. The non-medical full-time staff number 509 and are 


divided as follows:? | 


FOSISLELEAPNUTSES 219 ai. Woh wh NOR he dele Rte ck teeta 144 
registered nursing assistants) S701 nun hood. oe Jee 56 
otherauxiliarymursing personnel. a). secoy. Wie. soe. 61 
DOYSIOUNELADISIS 2.0 5.ce ee citer eee ne keel ee a Oe 2 
occupational therapists...geeeey ee aw...... 6c cs sas eeees ui 
medical) social Workers oteso 5 <i. eS A Ok Be ea 2 
dietitiansEAe sre Sa. Ge BRS Wa EE, alee BES 2 


1I1t is interesting that the private duty nursing registry in Peterborough has closed because of 
insufficient requests for private duty nurses. This occurrence may be partly a result of the hospital | 
intensive care units. 

*Beds set up as of September 1962. Rated capacity 380 beds and 52 bassinets in 1962. 

8As of February 1963. 

‘Eight in the nursing school. | 

*Non-registered nursing assistants, nurses aides, and ward clerks. a 

®Not university school of social work graduates. j 

7Qualified dietitians. 
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medical records librarians! 


| 
| The medical staff includes all of the practising doctors in the City and 
immediate surrounding area and has 85 active and 13 associate members. The 
‘Medical Officer of Health is a member of the general practice section of the staff. 
There is an active staff organization and there are a number of active staff 
jcommittees, for example, a Tissue Committee, an Admissions and Discharge 
‘Committee, and a Medical Records Committee, as well as separate service groups. 
There is good general self-supervision by the medical staff of any work done in 
‘the hospital. 

The hospital is of modern construction® and is well equipped with operating 
room, emergency X-ray, laboratory, and other facilities. The beds are divided 
into sections, each headed by a specialist member of the medical staff, for 
‘medicine, surgery, obstetrics and gynaecology, psychiatry, paediatrics, and 
‘chronic care. There is also an intensive care unit for seriously ill patients. No 
‘neurosurgery or cardiac surgery are done at present and more complex 
‘orthopaedic problems are also referred, chiefly to Toronto, but also to some 
‘extent to Kingston. Long-term mental treatment cases are referred to the 
‘Ontario Hospitals in Kingston and Whitby, since only short-term psychiatric 
care is provided. Active tuberculosis cases are referred to the sanatoria at 
‘Weston (Toronto) and Kingston.* 

| Cancer diagnosis and surgery is performed but all patients requiring 
radiotherapy are referred to the Princess Margaret Hospital in Toronto. A cancer 
‘clinic, to which doctors come from the Princess Margaret Hospital, is held twice a 
'month for follow-up examinations on patients who have been treated at that 
‘hospital in Toronto. They do no diagnostic referral work. Appointments are 
made by the Civic Hospital admitting office, and nurses and facilities for the 
clinic are also provided. Volunteers from the local branch of the Canadian 
'Cancer Society” assist in operating the clinic. Approximately 30 to 40 people 
attend each clinic. 


Povisteveda.oray seennicians ¥) NM!) pose Dhheile = 
mon-registercaenx-ray technicians i.) i fe, See 3 
Registered laboratory LECHNICIANS | a. coon ok wo cmrducnie alll gone am 4 
a eee ee rn fee eer oe 232 


| The well-equipped laboratory is supervised by two pathologists who also do 
private work for doctors on patients outside the hospital. There is some overlap 
_with the services of the branch laboratory of the Ontario Department of Health 
‘in Peterborough.® The pathologists expressed some concern that they must charge 
for certain services provided, whereas the branch laboratory provides these free. 


The X-ray facilities are modern and are supervised by the radiologists on 
the medical staff. The relationship of this service to the local Health Depart- 
“ment has been described previously. All employees have an annual chest X- 
| ray.? There is a medical records department with a qualified medical librarian, 


1Registered. 

2Stenographers, clerks, housekeeping, laundry, dietary, engineering, etc., employees. 

*Built in 1949-50 and a new wing opened in 1961. Provision has been made for further exte 
when necessary. The original hospital, opened in 1885, has been entirely replaced. 

‘See p. 176,for relation to tuberculosis services of Municipal Health Department. 

>See p. 211. 

°See p. 194, 

7See p. 176. 
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and the modern kitchen and dining facilities are supervised by a university | 
graduate in household economics. There is a social service department.1 A Poison | 
Control Centre operates at the hospital. 


There is a well-equipped general physiotherapy and occupational therapy | 
department with two full-time physiotherapists and one occupational therapist. | 
The work is supervised by a surgeon who oversees any programmes recommend- 
ed by attending physicians. Physiotherapy is provided chiefly for selected 
medical, surgical, and chronic-care patients and for the occasional obstetrical 
patient. Occupational therapy is provided chiefly for psychiatric and chronic- | 
care patients. No out-patient physiotherapy can be given except for follow up on | 
discharged patients. Patients needing such care have to seek it either from the 
one or two private physiotherapists or the visiting physiotherapist of the: 
Canadian Arthritis and Rheumatism Society. The Y.M.C.A. pool is also available 
to a limited extent for physiotherapy purposes. The hospital would like to extend | 
services to more in-patients and to out-patients but cannot do so at present for | 
staff reasons. The possible establishment of an area rehabilitation centre, re- | 
lated to the hospital, is being considered. 


There is a short-term hospital in-patient psychiatric unit of 26 beds, | 
administratively totally separate from the mental health clinic.? Its director is | 
only employed half-time and is supported by a National Health Grant. The 
remainder of his time is spent on private office practice. The other staff include a | 
psychologist, two social workers, and nurses. There is a waiting list for the | 
in-patient section and it was felt that an additional full-time psychiatrist was 
needed, though other staff were in sufficient numbers provided that closer liaison | 
with the clinic could be established. No fees are charged to patients in the unit. 
and all care is by the unit staff. There are also private psychiatric patients | 
admitted to the hospital under the care of either of the part-time private | 
psychiatrists or a qualified specialist in internal medicine who has had exten- 
sive psychiatric training. 


The hospital has a nursing school with approximately 110 students in a 
three-year course and 30 to 35 graduates each year. These nurses form an | 
important part of the hospital nursing service. The nursing school is affiliated | 
with the Hospital for Sick Children in Toronto and the Ontario Hospital in 
Whitby so that the student nurses spend time at each on paediatric and psychi- | 
atric nursing training. There is a health service for student nurses, staffed by | 
a nurse. 


The hospital has an approved course for registered laboratory technologists. | 
Approximately three graduate yearly. It is in charge of the chief hospital ! 
pathologist. The hospital would like to have a similar course for X-ray tech-_ 
nicians. Such a course would help in the obtaining of technicians for the. 
hospital. 


Relations with the City Health Department are cordial but limited. Pregnant | 
mothers attending the Health Department prenatal classes tour the obstetrical | | 
floor of the hospital as part of the course. The Sabin vaccine programme was | 
carried out for the hospital staff. Advice is sought as required on food handling» 
and any related infection problems. The public health nurses do not visit 
obstetrical or other patients in the hospital at present.5 


‘At the time of the visit the head had a Master of Social Work degree. She subsequently | 
resigned and there were two non-university social workers in February 1963. 


*See p. 204. ’ 
®See p. 193. | 
‘Not university qualified. } 
5See pp. 180-181. 
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The waiting list for the chronic care wing averages three to four patients at 
any one time. There are some difficulties in getting sufficient nursing and 
ancillary personnel to staff the chronic care unit during summer vacation periods. 


| There is some difficulty in getting interns. The primary difficulty is that 


sufficient numbers of Canadian interns are not available to fill the demands of 
the hospitals. Were it not for overseas doctors taking an internship before 
ting the Medical Council of Canada examinations, interns would for practical 
j@erposes be unavailable. 


| The hospital staff feel that a hospital-based home care programme for the 
two hospitals would be helpful in relieving hospital bed pressures provided that 
‘some financial arrangement could be established. People would only use such 
services if there was no financial penalty. Otherwise the pressures to enter and 


remain in the hospital would continue. 


, 

St. Joseph’s Hospital 

| This is a public general hospital operated and owned by the Roman Catholic 
Sisters of St. Joseph of Peterborough. The Governing Board consists of the 
‘Mother General and a Council. The Administrator and management operate the 
hospital. The Administrator has taken a course in Hospital Administration 
‘provided through the Canadian Hospital Association. The hospital is accredited 
by the Canadian Council on Hospital Accreditation. There is also a lay Advisory 
‘Board which advises the Governing Board on financial and business matters. 
‘This Advisory Board is composed of 16 business men, with representation from 
the City and County Councils, lawyers, bankers, and other business men from 
the community. 


The hospital has 167 beds and 30 bassinets! A new wing just being 
completed will raise the total to 240 beds and 41 bassinets. 


The non-medical, full-time staff number 320 and are divided as follows:? 


PEP IStETCCNTIVISES Ms bel es eee ge ws eee enw he sew nee 75 
registered nursing assistants .......-..-0 seer eee eeees 30 
other auxiliary nursing personnel .............+-+-55- 50 
Py OLUOLAPISE | oss nsec es ees ea ope seamen as ee 1 
TabGratory. technicians? ns spi 6aovere teers bop Gi neh 995 top 6 
De SAV ILOCTICIANS 8, sy age or = 6.62 + ca eine wae aD be hE A 5 
ee a PR FI PA AN, ce aah She ud bP oe, >, <5 15) paige, OREM GTS os Ree es Beta 149 
medical records librarians® .......-..020eeeeeeer ese ans 2 
TATEE TCI eo EE gs 4, cus apa ie cio BAS oyeeiee She ayes Se 2 


The medical staff includes all the practising doctors in the City and the 
immediate surrounding area. 


1Rated bed capacity in 1962. 

“As of February 1963. 

3’Not all are registered. 

4Housekeeping, laundry, dietary and maintenance personnel. 
>'Registered. 

“Qualified. 
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The Medical Officer of Health is a member of the general practice section 
and the Infections Committee of the staff. There is a staff organization and there 
are a number of active staff committees including specific service committees and. 
the Medical and Surgical Advisory Committee, the Admitting and Discharge, 
Committee, the Infections Committee, the Tissue Committee, the Nursing) 
Committee, the Joint Conference Committee, the Emergency Measures Organiza-. 
tion, the Pharmacy Committee, and the Medical Records and Trauma Committee. | 

/ 


The north wing of the hospital was built in 1889 and is to be replaced by the) 
new section now being completed. There is also a newer section built in 1950. The 
hospital is well equipped with operating room, emergency, X-ray, laboratory, 
physiotherapy and other facilities. These services will be in the new wing. The 
beds are divided into sections, medicine, surgery, obstetrics and gynaecology, 
paediatrics, and isolation. Each is headed by a specialist member of the medical 
staff. As in the case of the Civic Hospital referrals are made for certain complex 
problems in surgery, in tuberculosis, for cancer radiotherapy, and for psychiatric 
care. The bi-monthly chest clinics operated in conjunction with the Ontario! 
Department of Health and the City Health Department have been discussed) 
previously. 


| 

The laboratory is well equipped but more limited than at the Civic Hospital. 
It is supervised by a pathologist member of the medical staff.2 The hospital has a 
full-time physiotherapist who is supervised by one of the members of the 
medical staff. The modern X-ray facilities are supervised by a staff radiologist. 
The relations of this section with the municipal Health Department have been 
described.* 


The hospital has a school of nursing with 99 students in a three-year course 
and about 30 graduates per year. These nurses form an important part of the 
hospital nursing service. Through affiliation arrangements the students receive 
training in the Hospital for Sick Children in Toronto for paediatrics, and the 
Ontario Hospital in Kingston for psychiatry. 


The hospital has an approved course for registered laboratory technologists 
under the supervision of the staff pathologist. The hospital also has a course, 
supervised by the radiological staff, for registered X-ray technicians. There has 
been no difficulty in obtaining students for the X-ray technicians course, but very 
few take the course in laboratory technology. 


Relations with the Municipal Health Department are limited but cordial. The 
public health nurses no longer routinely visit all mothers with newborn babies, 
though the hospital administration would like to have this service.* The adminis- 
trator indicated that a greater understanding of the ways in which the 
Department staff could assist the hospital would be helpful. 


The hospital has adjacent to it a newly opened home for ambulant elderly 
people, Marycrest, which is operated by the same religious order.® However, a 
problem exists for chronically ill, older bed patients. The hospital has difficulty 
in finding sufficient chronic hospital and nursing home facilities. The problem is 


1See p. 176. 

2This department is soon to be placed in the new wing and will then have extensive facilities. 
3See p. 176. ef 
*See pp. 180-181. | 
5See p. 200. 
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further complicated since only the indigent have the cost of nursing home care 
covered through the City Department of Welfare. All others must pay directly 
for nursing home and selected care. 


: 

| It was felt that a home care programme would only meet part of the need, 
since most difficulties occur with those needing either chronic hospital or nursing 
home care. 


PETERBOROUGH MENTAL HEALTH CLINIC 


The Mental Health Clinic, started in June 1953, has been financed primarily 
through the National Health Grants Programme. It is located in the Peterbor- 
ough Civic Hospital in space originally designed for an out-patient clinic. The 
‘Mental Health Branch of the Ontario Department of Health operates the clinic 
and provides the staff, drugs, and equipment, and the hospital provides free the 
space and maintenance services. No fees are charged to patients. The staff! consist 
‘of the director”? and one other half-time psychiatrist,’ two psychologists, one 
‘psychiatric social worker, one social work assistant—public health nurse, and 
clerical workers. A broad range of diagnostic and out-patient treatment services 
are provided for approximately 150,000 people in the surrounding county, for 
Victoria and Haliburton counties, and for the northern sections of the counties of 
‘Durham and Hastings. Clinics in Cobourg and Belleville serve the southern 
sections of these counties. There is also a clinic at the Ontario Hospital in 
Whitby. 


! 
i 


| Patients are accepted only on referral either from a physician or from a 
recognized organization, such as the Children’s Aid Society, the courts, and the 
‘municipal Health Department. Approximately 75 per cent of the referrals are 
‘from sources in the City.4 The remainder come from areas outside the City. The 
year’s patient load in 1962 consisted of approximately 169 cases carried over 
from 1961, 265 new cases, and 81 readmissions. At any one time about 175 cases 
‘are on the active list. On completion of its work with a patient, the clinic refers 
him back to the doctor or agency which made the original referral. Whenever a 
patient has a family doctor, whether the initial referral was done through him or 
not, it is the policy to keep him informed by reports of all that has been done for 
the patient. 

Until about 1959, about one-third of the case load consisted of children 
“under 16 years of age. Since then the pattern has changed so that at present 
about one-half of the referrals are children. The director estimated that three to 
‘five times the amount of staff-use and staff-time was required for a child patient 
-as compared with an adult patient. In almost every instance for a child, 
interviews and work with parents, teachers, other relatives, etc., are involved. 
‘This has placed an added pressure on the existing staff and has created a need 
particularly for additional psychiatric social workers. It is felt that the August 


1As of August 1962. As of February 1963, the staff was short one psychologist and the 
| psychiatric social worker. 
| 2From 1953-1958 there was only one psychiatrist and the work load of necessity 
limited. 
"Half-time in private work. 

41961 referrals were estimated as just over 80 per cent by doctors, 3-4 per cent by the Health 
Department, and the remainder from other sources. 


had to be 
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/ 
1962 complement would be sufficient for the present clinic load! but difficulty Hl 
retaining this level of staff is being experienced. 


Relations with the City Health Department are good. The public neal 
nurses do some follow-up work on patients from the clinic and from the Ontaric 
Hospitals. There is also close collaboration with the Board of Education ir! 
Peterborough, including case conferences held at least once yearly on each 
school, and monthly conferences with Senior Board staff.? | 

| 
| 
General Comments on Mental Health | 

A number of problems occur. One arises from separate administration of the 
Mental Health Clinic and the in-patient psychiatric unit. The staff of each i 
different and continuity of care is hampered. Patients admitted to the unit from 
the clinic come under the care of a different doctor and in some cases ar¢ 
completely ‘worked up” again. In spite of efforts to co-ordinate activities 
examples were given where the public health nurses in the schools, the clinic 
and the in-patient unit in turn did complete studies of child patients. The 
situation is further complicated in that the clinic director is the chief of the 
hospital’s psychiatry staff but is not on the in-patient unit staff and has nc 
private, in-patient admitting privileges. The in-patient psychiatric unit staff dc 
no out-patient clinic work. Thus, the existing administrative patterns aggravate 
to some extent the difficulties which exist in obtaining sufficient personnel anc 
in using them to maximum advantage. | 


Another problem is that only patients admitted to a bed in the in-patien' 
unit are covered for the cost of care under the Ontario Hospital Insurance Plan 
A day-care programme, which had 12 to 15 patients on the average, has largely 
been discontinued as a result, except for one or two self-paying patients. Thi’ 
in turn has created a waiting list for admission to beds. Yet it is known tha 
many short-term psychiatric cases may be looked after on a day-care basis. 


The Ontario Hospitals in Kingston and in Whitby are quite a long distance 
away. It is felt by the clinic director that a 60-100 bed longer term menta. 
hospital is needed in Peterborough, preferably in close relationship to the Civir 
Hospital and the clinic. | 


Particular care problems are presented by alcoholics and senile patients 
Officially such patients are not cared for in the hospital unit. Some semi-senil« 
people are in the chronic care section and are looked after by the psychiatrists. 


REGIONAL LABORATORY OF THE ONTARIO DEPARTMENT 
OF HEALTH® 
This laboratory provides services for an area north from Oshawa and 
Trenton, including the counties of Peterborough, Victoria, Haliburton, Durham, 
and Northumberland, and part of Ontario County. Approximately 40 per cent of 
the work is sanitary bacteriology, 20 per cent chemistry, and 10 per cent 
serology. Service is provided to practising physicians, health departments anc 


p pak other hand, it is felt that the in-patient unit is in need of additional psychiatric staff. 
ee p. 190. { 


2See p. 183. ' 
®Located in basement of Peterborough Municipal Building. 


| 
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units, hospital laboratories, and to citizens for water testing. Advice and services 
are available on request; for example, hospital outbreaks of Ch. Welchii or 
staphylococcal infection. In Peterborough, the two hospitals have laboratories 
supervised by pathologists which do most of the in-hospital work, though 


tuberculosis, enteric bacteriology, mycology, and some special chemistry work 
: 
are referred to the Regional Laboratory. 


| The laboratory is headed by a qualified laboratory chemist-bacteriologist 
and has a staff of trained laboratory technologists. Relations with the City Health 
Department and the hospitals of the City are generally good. Some problems are 
eresented by laboratories in some of the small hospitals outside the City with 
staff who have had limited training and with inadequate equipment. 


Some smaller hospitals provide their own courses for laboratory technicians. 
The laboratory director pointed out that standards are variable and adequate 
teaching staff are often unavailable. It was suggested that all training and 
refresher courses! should be carried on under the aegis of the Ontario Depart- 
ment of Health and that the hospital laboratories without qualified medical 
supervision should be visited regularly for supervisory purposes by the Regional 
Laboratory staff. 


| Other suggestions were for routine stool cultures on hospital food handlers 
to detect Salmonella carriers, routine throat swabs on all obstetric and operating 
"oom personnel in hospitals to detect carriers of hemolytic staphylococcal and 
streptococcal strains, and routine serology for syphilis on all patients admitted, 
®m a similar basis to hospital admission chest films. It was also pointed out that 
associated laboratories in hospitals directed by hospital pathologists were useful 
n areas not readily served by regional laboratories. However, by their nature, 
the associated laboratories were apt to have little interest in sanitary bacteriolo- 
zy. Finally, a local liaison between hospitals and public health authorities was 
irged so that sanitary inspectors could routinely check kitchens, food prepara- 
jon, refrigeration facilities, and air bacterial counts in hospitals, rather than on 
“equest only as at present. This would help reduce hospital outbreaks of 
itaphylococcal and other infections and assist in controlling them if they occur. 


OFFICIAL WELFARE PROGRAMMES 


Regional Office, Ontario Department of Public Welfare 


The Regional Office in Peterborough and sub-offices elsewhere serve the 
‘ounties of Peterborough, Durham, Victoria, Haliburton and Ontario. The 
‘unctions of the staff are to handle applications and to administer directly the 
categorical allowances provided jointly by the Dominion and the Province,” and 
oy the Province alone.* In carrying out these duties, the people and families 
oncerned are studied and assisted financially and otherwise. The office also 
Zenerally supervises the administration of general welfare assistance by the 
irea municipalities. As well as direct applications, referrals of needy people 
are made by the Municipal Welfare Department, social agencies, the Municipal 
dealth Department, service clubs and others. The case load is heavy“ and little 
“ase work is possible in depth. 


| 14See Chapter II, p. eR for a discussion of courses and qualifications for medical laboratory 
echnologists. 
2Old Age Assistance, Disabled Persons’ Allowance, and Blind Persons’ Allowance. 
3Mothers’ and Dependent Children’s Allowance. 
4The staff member interviewed had 436 current cases. There are two other staff workers. 
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One of the problems which the staff faces is that of providing help, financial : 
or material, in an emergency, such as when a pension cheque is stolen or lost or 
when a pensioner becomes ill. Most people seem to adjust to the pension levels, | 
modest as these are, but they cannot make provision for emergencies. The staff 
have no funds for these purposes and must seek assistance for people from 
church groups and service clubs. The purchase of drugs presents a particular} 
problem for those on pensions since the municipality assists only those on 
general welfare assistance in this regard. | 
| 

Occasionally some difficulty is found in obtaining a doctor who will accept | 
the Ontario Medical Welfare Plan card for a pensioner and, thus, provide general | 
medical care. Surgery for these people is arranged individually with surgeons 
willing to provide free care. Dental care and dentures also are a problem and) 
care must be sought either from dentists willing to provide it without charge or | 
through service clubs willing to pay for it. Children under 16 years of age whose! 
parent is receiving the Mothers’ and Dependent Children’s Allowance receive a 
dental card entitling them to have dental care paid for by the Province at 
established fees. At times difficulty has occurred in finding dentists willing to 


accept these cards, since the fees paid are below the usual charges made. | 


Other needs noted from time to time are for employment, housing, and. 
homemaking service for middle-aged and older people. The City has not as yet. 
decided to implement the provincial sharing legislation for home nursing and 


. . . eae h 
homemaking service for low-income families. 
| 


City of Peterborough Department of Welfare 


The Welfare Administrator and his staff of four workers administer the 
provisions of the General Welfare Assistance Act which provides financial 
assistance to those below the statutory means test level of income for any reason! 
and who have been residents of Peterborough for one year or more.? The 
payments are graded according to size of family and the circumstances, as. 
determined by investigation by the staff, and are the maximum basic amounts 
shared by the Province.? All recipients of assistance receive an Ontario Medical | 
Welfare Plan card for medical services and in addition emergency drugs 
prescribed by a doctor are provided by the Department. The cost of public 
assistance and of supplements up to $20.00 per month in individual cases at the 
discretion of the Department is shared, 20 per cent by the municipality and 80 
per cent by the higher levels of government. 


} 


The actual hospital costs of short-term indigents are paid by the municipal- 
ity at the statutory rate of $7.45 per day with the Ontario Hospital Services 
Commission paying the remainder. About 65 to 70 per cent of those receiving 
assistance are considered to be semi-permanent indigents and the municipality 
pays their hospital insurance premiums rather than any costs incurred. | 

The people and families receiving assistance are regularly checked. Unem- 
ployed but employable people must register with the local office of the National 
Employment Service and report at least every two weeks to see if suitable work 


1Waiting for Mothers’ and Dependent Children’s Allowance, other categorical allowances, 
unable to work because of illness, unemployed but employable. 


2Otherwise they are returned to their former municipality of residence. i 


3Maximum of $180.00 plus emergency medicine for a family with six or more dependents and 
$52.00 per month for a single person. 


‘APPENDIX I 197 


is available. One of the problems is that many of these people have limited 
‘education and no particular training. Some are suitable for vocational retraining 
under the Dominion-Provincial programme but unfortunately quite a number 
for reasons of capacity, lack of education, or age, are not. 


Dental care presents a problem since, other than for children under 16 years 
of age on the Mothers’ and Dependent Children’s Allowance, only emergency 
extractions are a shareable cost with the Province. The absence of a school 
dental programme adds to the problem of getting preventive or restorative care 
‘Ka these people. 


Eye examinations are shared by the Province at the 80 per cent level if 
arranged by the City. Glasses are not provided. At present the City makes a 
direct grant to the Victorian Order of Nurses to cover home visits to indigent 
patients.1 No homemaking service is provided for by the City. The City pays the 
difference between the provincial payment and the deduction from a patient’s 
‘pension for registered nursing home care for indigents up to a level of $5.00 per 
‘day.2 The Administrator feels there is a need for more than the existing five 
registered nursing homes. The chronic care wing at the Civic Hospital does not 
‘meet this need fully since, once hospital treatment is of no further value, the 
Ontario Hospital Insurance Commission will no longer pay for hospitalization. 
Patients who are well enough are transferred to the municipal home for the aged 
or to a nursing home as vacancies are available. 


The City pays a subsidy of up to $2,000.00 per year to each of two private 
‘ambulance firms for providing ambulance service to those receiving allowances® 
and to those on general welfare assistance.* Funerals for indigents are sub- 
sidized at the rate of $175.00.° 


| 
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ACCOMMODATION AND OTHER FACILITIES FOR THE AGED 


Fairhaven Home for the Aged 


| This home on a 17-acre treed site overlooking the Otonabee River is oper- 
ated by the City and opened in 1960. It was designed originally for people 70 
years of age or over without other financial resources than their Old Age 
Security Pensions. Its scope has been enlarged under the provincial Homes for 
‘the Aged Act to include people over 60 years who are unable to support or care 
‘for themselves, people over 60 years who are mildly senile but not mentally ill 
or defective, people over 60 years who require bed care and general nursing but 
‘not needing full hospital care, and those under 60 years in special circumstances 
where they cannot be cared for otherwise.® These last people are admitted only 
with the sanction of the provincial Minister of Public Welfare. 


1$7,400.00 per year in 1962. 

2$59.75 is deducted from the monthly pension of $65.00. The Province pays an additional 80 per 
cent up to $100.00 per month and the City makes up the remainder of the cost to a maximum of 
$5.00 per day. 

$5.00 per person. 

4$10.00 a day and $12.00 for a night trip. 
5Actual cost was reported as $200.00. 
_ 6For example, younger adults with severely disabling conditions for whom other s 
arrangements cannot be made. 


uitable 


Du 


| 
| 
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Admission is based on an application through the municipal Welfare 
Department and subsequent medical examinations by the applicant’s family 
doctor and the Fairhaven physician. Seventy per cent of the maintenance costs 
are paid by the Province. People who are dependent on the Old Age Security 
Pension have all but $9.50 per month of the $65.00 total retained by the Home to. 
assist with maintenance expenses. Those receiving allowances shared between) 
the Province and the Dominion, such as the Disabled Persons’ Allowance, have 
these discontinued unless they are able to pay something towards their mainte- 
nance out of other funds. Any personal needs are provided by the Home or 
families for the former group. Residents with sufficient financial resources are 
expected to pay part or full per diem maintenance, as established from time to 
time. Those with assets over $1,000.00 must sign an agreement arranged by the 
City with the Victoria and Grey Trust Company who administer their assets. 
After six months, such people can be called on to pay their maintenance costs., 
In August 1962, approximately one-third of the residents were paying their own 
maintenance costs in full. About two-thirds were receiving care under other 
arrangements though over 90 per cent of these were contributing something 
through the pension deduction system. , 


Medical care may be obtained from one’s own doctor or the Home physician. 
The Home doctor calls regularly twice a week and is otherwise on call. Calls 
authorized by the superintendent are paid for by the Home at a set rate. 
Coverage under the Medical Welfare Plan is discontinued. An admission chest 
X-ray and a physical examination by the Home doctor are paid for by the 
Province. An annual examination and chest X-ray is also provided. The Medical 
Officer of Health has suggested that an alternative to the annual chest film might 
be a sputum test. Those requiring acute hospitalization are readily transferred to 
the Civic Hospital. 


One problem is with those who become chronically ill because of the 
backlog of patients waiting for admission to the hospital chronic-care wing. The 
hospital staff feel that some of these people could be cared for at Fairhaven, 
whereas the Home staff point out that they have not the qualified nursing staff to 
care for other than minor illness and routine bed care. Thus, they are reluctant 
to accept people with chronic illnesses requiring more extensive care. Because of 
this problem, some needing chronic care must be transferred to registered 
nursing homes. In these the provincial Department of Public Welfare pays up to 
$5.00 per day for the care of those on public assistance or other means test 
allowances and in turn retains most of the allowances. 


Those who die in hospital without means are buried under an agreement by 
the City and the local undertakers.! Those who die in Fairhaven without means 
are buried under an agreement between the Home and the local undertakers.” 


The Home has room for 175 residents. As of the middle of August 1962, there 
were 96 residents. There is, therefore, ample space but there is still some social 
stigma of this being the “poor house” attached to the Home.’ This tends to 
restrain self-supporting elderly people, who might otherwise apply because they 


1$175.00 per burial. 
$175.00 per burial. } 


®8The requirement of signing an agreement for the management of assets is a barrier to 
application by these people. 
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wish care, to refrain from doing so. However, approximately one-third of the 
residents are self-supporting, an indication that attitudes may be changing 
gradually. 


Of the 96 residents, 74 were women. The women’s special care (senile) 
isection of 16 places was full whereas only 2 of the men’s 12 special care places 
‘were filled. Ten men and 30 women were receiving full bed care. Ten men and 28 
‘women were fully ambulant and free to come and go as they wished.! The 
vaverage age of the residents is 78 years and most are in their eighties. 


Most of the rooms are double rooms, a few are single rooms, and a few are 
‘four-bed rooms. There are also facilities for eight married couples. Residents 
may not bring large pieces of furniture but may bring small belongings, such 
as lamps, pictures, plants, etc. There are numerous balconies and there is a 
small patio for every three rooms. In design and decor the Home is modern, 
with up-to-date eating, washing and toilet facilities. 


The special care sections have special gardens surrounded by a fence to 
prevent the people from wandering away. There are two lounges on each floor 
with planters, television, bird cages, etc. There is a small pleasant library with 
books, magazines, and newspapers. A modern attractive chapel is used for 
‘services arranged through the City ministerial association. Except in the bed-care 
section? relatives and friends may visit anytime. A tuck shop for snacks and small 
| personal needs is open for two hours in the afternoon. Outside groups, such as 
'the Salvation Army, church groups, service clubs, and the Women’s Auxiliary of 
‘the Home visit regularly to chat, write letters, do shopping, provide entertain- 
ment, etc. Films are shown weekly. A craft shop has been started by the Women’s 
Auxiliary but most of the participants are women. A garden for the men and 
carpentry have attracted little interest. Most of the men seem to prefer to sit, 


smoke, and play cards. 


\ 


The staff, other than the superintendent, comprise about 50 in all, including 
four registered nurses, 26 registered nursing assistants and orderlies, and the 
remainder are kitchen and maintenance staff. Competent staff are sometimes 
difficult to obtain and retain. An annual chest film and examination is required. 
The municipal Health Department inspects the kitchen and sanitary facilities 
‘routinely. 


\ 
_Anson House 


This attractive brick and stone home is located near Fairhaven on a 
‘Jandscaped five-acre plot. Anson House has been operated by the Protestant 
churches of Peterborough for over a century. The present daily charge is $2.46 
and the majority of residents pay the full amount. For the few residents entirely 
‘dependent on the Old Age Pension, $55.00 is accepted as board and $10.00 
returned to the pensioners as pocket money. A provincial grant under the 
Charitable Institutions Act is given for 75 per cent of the difference between 
$55.00 and the full cost. The Home is self-sustaining because of generous 
bequests, several of which were from former residents. 


1The City bus service stops at the gate every 20 minutes and at 2, 3, and 4 p.m. drives in to the 
| door. 
| 22-4 p.m. and 7-9 p.m. daily. 
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All residents must be ambulant. There are 31 beds, all in single attractive 
rooms. As of February 1963, there were 11 men and 17 women residents. 
Residents are encouraged to bring some of their personal furniture to provide a 
homelike atmosphere. ; 

Church services are held each Sunday. There are three or four entertain- 
ments each month by church groups, service clubs or private individuals. Also 
invitations to outside organizations and private homes. In summer, sightseeing 


drives are arranged by Board and Auxiliary members. | 


Marycrest 


This is a modern home opened in 1959 and operated by the Sisters of St. 
Joseph of Peterborough. It has replaced the old House of Providence, opened in 
1890, for the aged and infirm in the Diocese of Peterborough. It is located! 
adjacent to St. Joseph’s Hospital, which is operated by the same Order.} There 
are 144 beds, divided into 18 single rooms, 11 double rooms, 24 four-bed rooms, 
four married couples quarters, and 12 infirmary beds for minor illness care. 
People may bring personal belongings and furnishings within limits. Although 
the Home is for ambulant residents, those who become bedridden are kept 
unless they need to be in hospital. 


As of September 1962, there were 94 residents. Most were Roman Catholics 
but people of any religion may apply. The Home operates under the Ontario 
Charitable Institutions Act. Maintenance services come from charges of $80.00 
per month for a four-bed room, $95.00 per month for a semi-private room, and 
$120.00 per month for a private room. Those dependent upon the Old Age 
Pension pay $57.00 per month for a four-bed room. The Province, under the 
Charitable Institutions Act, makes up 75 per cent of the maintenance deficit up to 
a set amount. The remainder of the deficit is assumed by the Sisters. 


The Home is modern in design and decor and has an attractive chapel and 
sitting rooms with television, radios, and plants. Spacious verandas open off the 
sitting rooms. There is a well-equipped kitchen and dining room. The Home has 
a modern ventilating and exhaust equipment. Capital grants of $2,500.00 per bed 
were received from the Province. Other capital equipment funds were raised 
by private donations, diocesan funds, and a bond issue taken out by the Sisters. 


The staff, other than the 11 sisters who provide the general supervision and 
nursing, is made up of 3 experienced nursing assistants, and 15 kitchen and 
maintenance help. Care in the design and construction of the building, such as 
terrazzo floors throughout and tiled walls in washrooms, has reduced the 
problems of maintenance to a minimum. 


Kinsmen Garden Court Apartments 


The idea was conceived in 1960 by the Peterborough Kinsmen’s Club of 
building a number of bachelor and double apartments for older people with 
moderate incomes under the Canadian Government mortgage and housing 
regulations. The initial group consisting of 16 double and 14 single apartments in 
single story buildings were opened in 1961 and are located on a pleasant, 
landscaped 12-acre site convenient to public bus transportation. The land was 
donated by the City. 


1See p. 191. 
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The buildings have cement foundations and brick walls. The double 
jpartments have a living room, modern kitchenette, bedroom and bathroom. The 
tesidents bring their own furnishings. The flats have hardwood or tile floors and 
arge windows and are attractively decorated. Each apartment has a supplied 
refrigerator and stove, allotted use of the automatic washing machines and 
lryers supplied, central garbage room facilities, and storage space in a central 
storage room. 


| Applicants must be 60 years of age or more, have been residents of 
Peterborough for at least a year, and have a total income not exceeding $147.00 
oer month for a single person and $201.00 per month for a couple.1 There were 
90 applications initially for the 30 units to be constructed for a total of 46 
residents.2 In August 1962, there was a waiting list of approximately 50 people. 
[n the first year of operation only one vacancy occurred. Approval by the Kins- 
‘men’s Club has been given for a further 20 units. 


| Residents pay a monthly rent of $44.00 for a single unit and $55.00 for a 
double unit. The rent covers operating administrative costs and 10 per cent is 
placed in a maintenance fund. Kinsmen Club volunteers carry out or arrange for 
any repairs. One of the tenants receives free rent in return for caretaking 
services. The tenants pay for their own electricity usage but the administration 
pays for water and provides heating from a central unit. The people are similar 
to any tenants and are free to come and go as they wish. No other services, such 
as nursing, are provided. Some have private cars though most use public 
transportation which comes to within a block of the apartments. Most have 
attractive gardens and lawns in front of their flats. Shuffle boards, benches and 
patios are provided in a central landscaped area. Mail and garbage collections 


are those of the municipality. 


The Kinsmen’s Club raised an initial $30,000.00 cash and received a 
provincial capital grant of $15,000.00. The remainder of the $211,000.00 capital 
cost is being financed through a 45-year mortgage with the Central Mortgage 
and Housing Corporation. All administrative matters are handled through a 
special committee of Club members. Taxes were set on a pre-arranged basis 
with the City. This is a most attractive and valuable project. The apartments 
visited were comfortable and pleasant and the residents were delighted with the 
accommodation. 


| In 1962 the building project received the Canadian Design Award and the 
Club was presented with a citation by the Governor General. 


Senior Citizens Clubs and Recreational Facilities 


The first organized activity was the formation of the Golden Mile Club for 
older women under the aegis of the Soroptomist Club in 1947. This group has a 
current membership of about 70 and provides recreational activities and 
filowship for its members on a fortnightly meeting basis at the Young 
Women’s Christian Association. As of the end of June 1962, the Club became 
independent of the Soroptomist sponsorship. 


} 


| 
f 
| 


1A few residents are dependent on families to subsidize Old Age Security Pensions. 
?Sixteen double and 14 single units. 
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In 1954, the Local Council of Women sponsored a Senior Citizens Club for 
men and women. Its present membership is approximately 150 and it meets 
monthly. | 


It became clear that a permanent centre offering daily facilities was also 
desirable and in 1958, under the sponsorship of service club representatives, the 
Local Council of Women, and other interested citizens, the Senior Citizens 
Association of Peterborough received a charter. Its purpose was to build a centre 
for senior citizens’ activities. Some money was obtained from a capital fund drive 
in 1958. A campaign in 1961 supported by industry, private donations, and é 
door-to-door “blitz”, raised the additional capital needed. The Centre was 
established in a renovated building and opened in October 1961. | 


It is open from 10 a.m. to 10 p.m. on weekdays and in the afternoon on 
Sundays. Activities include handicraft, art, music, choral groups, as well as 
games, reading, television, and parties. Facilities for making snacks are alsc 
available. The programme is operated for the older people and costs are met by 
funds raised through proceeds from teas, handicraft sales, and voluntary gifts 
etc. There are no formal membership fees. Some 450 to 500 people use ii 
monthly.1 If plans to enlarge the Centre materialize, there is some likelihooc 
that the Golden Mile Club and Senior Citizens Club will use it for their meetings 


General Comments 


A number of problems and suggestions were raised by those working wit 
older people and by older people who were met. Some type of body to act as é 
referral and co-ordinating agency for the official and voluntary health and socia. 
welfare services available was suggested. Counselling services were felt to be 
badly needed on such matters as budgeting, and accommodation, etc. Friendls 
visiting, shopping, hot meals, and housekeeping services were also mentioned bj 
a number of those interviewed as needs for those home-bound for health 01 
transportation reasons. 


There is also a need for more flats of the low-rental type for people 0 
moderate incomes. In August 1962, the municipality conducted a survey t 
determine the need for a low-rental housing project, not solely for older people 
It is planned to build this in co-operation with the Dominion and Province unde 
Central Housing and Mortgage arrangements. More small residential homes witl 
single rooms for older people of moderate income similar to Anson House woul 
be helpful, since some people are reluctant to enter Fairhaven under the presen 
admission requirements and shared-room basis. 


Drugs for low-income elderly people, dentures, denture repairs, and glasse 
also present financial problems. The Kinsmen assist, on occasion, in providing ey 
examinations and glasses, and the Soroptomists supply needed drugs. 


OTHER VOLUNTARY HEALTH AND SOCIAL SERVICES 


Victorian Order of Nurses 


Three staff nurses work from an office in the Civic Hospital and offer care t 
people in the City only. The services provided on a visiting basis are generalize! 


i 


1So far those in Fairhaven, Anson House, and Marycrest who are ambulant use the Centre to. 
limited extent only. It is hoped more will use its facilities in the future. 
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nedside nursing in the home, health teaching to prenatal patients and to 
yost-natal patients for the initial six weeks following delivery,! and general 
realth teaching in the home. Prenatal patients are referred to the Health 
Department prenatal classes. All work is done on the referral of a doctor and 
ander his instructions. The active case load in August 1962 was 49 people. There 
were 337 cases in total served in 1962 through 5,233 home visits. Of these visits 
2 per cent were to adults, 78.7 per cent were to Old Age Pensioners, 3 per cent 
were to maternity cases, 3 per cent were to school-age children, and 0.5 per cent 
were to pre-school children. 


Fees are charged to patients on a sliding scale based on ability to pay. A 
municipal grant was received in 1962 to cover care for indigent and public 
assistance cases. The Victorian Order of Nurses also received an allocation from 
he Peterborough Red Cross and Community Fund Campaign in 1962. A local 
ooard is responsible for local fund raising. Some general supervision of the 


qurses is provided by the national Victorian Order of Nurses organization. 


| An abbreviated financial statement for 1962 shows: 
| The bank balance as of January 1962 was $490.20. 


Revenue 
OT sRetOEDOLOURD a sei szan. x) 6)% - Bryosdd pote array epee $ 7,400.00 
EUV Sart CON Os 9 ei A ae re 2 a en 7,800.00 
| UT SES ee COMOGLIONS wes: soit. oi 0/60 jerenersl ook « doagined mre are ine 5,129.98 
| TP PANSICEAATOMy SAVANES: ach -cae sisraa sede) ae aa 2,000.00 
Miberes tale apie htt h .dbi eo Silks. peed) «ge adn duirenecers es 567.55 
| Memberse donations, SsUNALY | ers i< cam! vir esi ware e's 92.00 
! $22,989.53 
Expenditures 
9 ESTES PTR 1 ETS 8 RL) eae ee CPR eee Bn $14,956.21 
| Automobile expenses and depreciation ........ 2,073.23 
| Victorian Order of Nurses retirement ......... 466.17 
| PeRPATiC HRICRDING toiostehevet anes Poteet autos 240.00 
| Equipment, office supplies and other operating 
| Oe Ge ers a ss te se eee te fo Sie iT Ovi 0 
Dues, convention expenses, V.O.N. Headquarters, 
TNE Ai) ce ie gee i Oa Ca Se eh 343.94 
MTANSICr OAVINGS 1255 Coles wa od te ee cy ales 2,000.00 


$21,855.31 


Allowing for cheques outstanding the bank balance at the end of 1962 was 
$644.02. 

Among the service needs noted by the nurses were homemaker service? and 
more home physiotherapy for stroke and other cases. The growing suburbs 
outside the City limits have no Victorian Order of Nurses service though most of 
the residents earn their living in Peterborough. 


1Thereafter families requiring visits are referred to the Health Department. 
2Many of their patients cannot afford the private homemaking services now available. 
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The office was moved in 1962 to the hospital in an effort to develop a hospita 
referral programme and a closer liaison with the doctors. It is hoped that mor 
doctors will use the services more fully and that better continuity of care 0 
patients between hospital and the home will result. This move also encourage 
closer relations with the nursing staff of the hospital. 


The view was also expressed that with the growing number of health an 
social service agencies in Peterborough some type of central referral registr; 
might be useful. 


Canadian Arthritis and Rheumatism Society 


The Ontario Division of the Society has a physiotherapist in Peterborougl 
to give visiting physiotherapy services in the home under a doctor’s instruction 
The Divisional Office provides social work consultation and case work on request 
Service is offered to arthritic patients primarily but as time permits service i 
given to non-arthritic patients. The service is offered to a limited extent to peopl 
in the nearby county areas. By special arrangement certain services are soli 
outside Peterborough County. Once a week a treatment clinic is held at thi 
Durham-Northumberland Health Unit Centre in Cobourg. Some home visits ar 
made in Cobourg and Port Hope. One hundred and ten new cases were opene( 
in 1962. Approximately one-half of the requests came from doctors and thi 
remainder were self-referrals. In the latter instance, the written request of thi 
family doctor must be received before any treatment is given. In a few case 
patients have been rehabilitated enough to do some part-time or light work, bu 
finding suitable employment has been difficult. Patients are encouraged t 
_ participate in a weekly swimming and hydrotherapy programme. A service clul 
pays for the use of the Young Women’s Christian Association pool; instructor 
donate their time and another service club transports patients free. 


Relations with the hospitals, the Victorian Order of Nurses, the March o 
Dimes,! and the Ontario Society for Crippled Children are good. Contacts wit 
the Health Department are cordial but more limited. 


One of the problems noted was that of arthritics, especially older peopl 
who were not referred for care as early as they might be for best results to b 
obtained. It was felt that only a limited homemaking service was needed bu 
that help in obtaining mechanical home aids, such as raised toilet seats, etc 
would be valuable. Physiotherapy among chronic care hospital and nursin 
home patients was felt to be limited in extent at present, because of the shortag 
of physiotherapists in Peterborough. The Society in co-operation with intereste 
local doctors is studying the possibility of establishing a generalized rehabilita 
tion centre in Peterborough. Patients may be sent to the University of Toront 
Rheumatic Diseases Unit in Toronto. 


A lay board administers the general activities of the branch, includin 
fund raising and public education. 


A local medical advisory board gives general supervision to the treatmen 
programme in Peterborough, including professional educational work with th 
doctors. The professional staff of local branches is employed and paid by th 
Ontario Division office through funds raised by each branch. Other loc: 


1Rehabilitation Foundation for the Disabled. 
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»xpenses are also financed through the central office. An annual budget is 
agreed on between the Ontario office and the local branch, including allot- 
ments for the research programme and the central administration. All funds 
are raised locally. In the case of Peterborough, the 1962 revenue consisted 
nainly of a grant from the Peterborough Red Cross and Community Fund of 
36,200.00 and of a small amount from fees’ collected from patients able to pay. 
4 local women’s association provides special aids and personal assistance to 
yatients and helps to cover any deficit between revenues and budget expendi- 
ures by raising money through bazaars and related means. All branches are 
‘epresented on the provincial lay board and medical advisory board through 
heir respective chairmen. 


Ontario Society for Crippled Children 


__ The Peterborough District Office with two nurses” and a secretary provide 
services to orthopaedically handicapped children from birth up to 19 years of age 
n the counties of Peterborough, Durham, Northumberland, Haliburton, Ontario, 
4nd Victoria under the general direction of the Society’s head office in Toronto.* 
A patient is discharged from the active file when the condition is cured and there 
is no residual disability, on becoming 19 years of age,! when he has left the 
?rovince, or when he has moved without a forwarding address. In 1962, there 
were 919 patients under supervision in the district, 243 of whom lived in 
?eterborough County. The nurses work closely with local associate service clubs 
who provide certain local services and sponsor local Easter Seal campaigns, with 
loctors, with health departments, and with others interested in crippled chil- 
Iren’s work. The nurses’ services, local services of associate service clubs, and 
he province-wide services of the Society are available only on referral from a 
joctor. The nurses assess cases in relation to the services offered and provide 
general follow-up supervision. No bedside nursing care is given. The local 
associate service clubs provide equipment, such as appliances, braces, and 
wheel-chairs and cover the cost of physiotherapy, X-rays, transportation to 
‘reatment and rehabilitation centres, and camp holidays for needy children. 
Among the services directly provided through the head office are the district 
aurse programme, five summer camps, a central equipment loan cupboard, 
nedical research, assistance to treatment and rehabilitation centres used by the 
Society throughout the Province, and diagnostic clinics in some distant outlying 
areas. 


| Revenues are obtained from the local Easter Seal campaigns.” The Peterbor- 
ough Rotary Club is the associate club in the City and surrounding area. Fifty 
per cent is retained by the local associate service clubs for local work and the 
other half is sent to the head office for use in maintaining the province-wide 
services which are available to crippled children from any part of Ontario. 


I 
r 


1Full home treatment fee—$5.00; full treatment centre fee—$3.50. Patients are asked to pay 
what they can afford. 

°The Society’s district nurses hold public health nursing certificates. A nurse must also have 
had at least two years of experience in generalized public health nursing and three months of 
intensive pre-service training in rehabilitation nursing. The 1962 Peterborough District Office costs 
were: salaries—$13,875.00; office—$1,434.00; travel and car maintenance—$2,624.00. 
’The district nurses are supervised by a Nursing Service Supervisor in the Toronto head office. 

4With parental permission referral is then made to the Rehabilitation Foundation for the 
Disabled. See p. 206. 


5The 1962 Easter Seal Campaign in the City and its surrounding area raised $11,055.49. 
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The Ontario Crippled Children’s Centre in Toronto which provides special 
ized diagnostic and rehabilitation services was planned and built by the Societ 
with funds from a special appeal which was separate from the Easter See 
Campaign. However, it is operated and financed by its own board, which j 
distinct from that of the Ontario Society for Crippled Children. Easter Seal fund 
are used to supplement the financing of the Centre. 


Variety Village in Toronto which provides vocational services to handi 
capped boys from 16 to 18 years of age is administered by the Society. But it i 
financed partly by the Variety Club which independently raises operating an/ 
maintenance funds and by grants from the Ontario Department of Publi. 
Welfare. | 


A few handicapped children would benefit from special school classroon 
facilities; a very few are also mentally retarded. The problem in a city, such a 
Peterborough, is that they do not number more than a handful. It is difficult t, 
know what arrangements to make for educational and vocational trainin) 
purposes. At present arrangements as indicated are made through regula 
educational and vocational institutions. | 
/ 
The Rehabilitation Foundation for the Disabled (March of Dimes) | 

The Foundation is concerned with the medical and economic rehabilitatioi 
of physically disabled adults, 19 years of age and over. Patients previously unde 
the purview of the Ontario Society for Crippled Children are referred to th: 
Foundation at this age. Peterborough is served by the Toronto District Office 
which covers the counties of York, Peel, Halton, Haliburton, Simcoe, Victoria 
Peterborough, Ontario, Northumberland, Durham, and the District of Muskoka 
Caseworkers provide service in each cee office area under the directios 
of volunteer district medical advisors! and branch boards. These in turn ar 


represented on the provincial Board of Directors and Medical Advisory Commit: 
tee. 


Any family doctor may refer a patient to the Foundation for clinica 
assessment and a rehabilitation programme as indicated. All patients referre! 
are brought to one of the Foundation’s clinics for evaluation and treatment b y 
specialists in orthopaedics and physical medicine. Clinics are held at least week], 
at the Toronto General, Toronto East General, Toronto Western, St. Joseph’s, ani 
St. Michael’s hospitals in Toronto. The Foundation Psychological Services Centr: 
in Toronto provides work assessment and a work conditioning programme at th: 
assessment shop. There is no local Foundation rehabilitation centre in Peterbor: 
ough but the physiotherapy and physical medicine services of the two hospital 
are used on occasion as requested by the medical advisors. The nearest worksho} 
is in Trenton and there are two in Toronto.2 The Foundation also operate: 
Operation Reliance Incorporated, a factory employing only disabled people, ti 
do industrial machine shop work on a fully competitive basis and J.O.B. (Just On 
Break), a special job placement service for those who require more assistamal 
than is available through existing community agencies, such as the specia, 
placement section of local offices of the National Employment Service. There i) 
also close liaison with the Rehabilitation Officers of the Ontario Department o: 


1Toronto district advisors from each of the hospitals listed in the second paragraph, as well a 
at the Hospital for Sick Children and Lyndhurst Lodge Hospital, supervise the work done. q 


*Patients produce jewellery which is marketed in regular retail outlets. A third Toront: 
workshop is to be opened soon. 
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2ublic Welfare. If a patient cannot meet the cost of treatment and rehabilitation 
1 caseworker endeavours to obtain support through government assistance 
orogrammes and service club sources. Only where existing sources of funds do 
aot meet the needs are Foundation funds used. All money raised from the City of 
Peterborough and its immediate environs is sent to the District Office which 
lispenses all funds. Money is obtained in Peterborough through the annual 
March of Dimes Campaign only.! In 1962, there were 32 cases under the purview 
)f the Foundation in Peterborough, of whom 19 received active assistance in the 


rear. 


Peterborough and District Association for Retarded Children 


This is a local parent- and citizen-sponsored group which provides a school, 
Trafalgar School, for children with an I.Q. of 50 or less, where they receive 
craining by qualified teachers as the pupils’ capacities permit. In 1962 the school 

ad 45 pupils. It serves the City and nearby county area. As well, a Sheltered 
Workshop was opened in 1961 for retarded youths over 18 years of age. It had 18 
active participants in 1962. Monthly parent education meetings are also held. 
Social and small personal needs of pupils are also met as required. The 
programme is operated by a local board and committees. 


The workshop has a separate budget from the school and other activities. 
Funds are received from a variety of sources as the following abbreviated 
operating statements indicate: 


Abbreviated Operating Statement, 1962 


Receipts 
@urrent bank account, January 1, 1962 ......005. cess eee eee $ 1,387.93 
anaiCia bt D TAM Let). iilsd scanlin. «wine viene wale’, Ore uinns Sor pes 12,430.10 
Peterborough Red Cross and Community Fund ............. 3,629.00 
Meal E DONS ENE tN ate rin bak ss atiea ie Grew wee! fare ABET HTs Ope + AY 693.80 
SSS vec] out ORC U0 (ot ce a rae ee a nC 133.00 
| ner PiKSA1GS |, FOC. sia hls oes Sets wwe le aise aye SPO Day Hels Ee 111.50 
| es DUST ATES) et wih Biils Beis Rie sig AR eee RRB MM 182.50 
ae COUTCOSH Me el RGA! Gp ea dda a okn we + eeiy horse 120.24 
| Withdrawal from savings .......-- see eee e ener tree tt ete 185.01 
| $18,873.08 
Disbursements 
Me Salaries and wages ....... 0.023.200. cece ete ee cen ee ee ees $12,052.00 
| Maintenance, equipment and supplies ...------+++ssrereree 4,934.08 
Part payment, new school bus ...-..-+.-ss.+2 sere ens Mere 1,262.00 
Ontario Association Retarded Children annual 
BERPOCINOTits ANG, LESCATCH. 1 whe b= ne sno aye hens eee 625.00 
| $18,873.08 


e City for services were $6,918.00. The additional costs 


1In 1962—$5,733.00. Expenditures for th : 
lization of revenues and expenditures for the entire 


over revenue were covered by the equa 
Province by the provincial office. 


| 
| 
| 
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= SS 


Sheltered Workshop, 1962 | 

Receipts . 
Bank balances January. 1759624. ie . See ee eee eee $ 2,478.92 
Peterborough Red Cross and Community Fund ............. 2,500.0 
CanadianGeneral Electric’ renters Fic ne cine te eee eee, teeta 972.0€ 
Donations. i... nee os 2. FB Ee, | ER. ee 1,110.4€ 
Contract*earning* and: other -sales+:77 1 4% | S20) eae poe 2,458.75 
Tuition Tees SPE APY ee. 2 SE Re A ee Se et 763.00 

010 012) GaN aie ei crate tir CAAA tec eMel eer ee isuntn rock acuoeGanih. 6, Sita ouo.co',0i6 304:2 
$10,588.07 

Disbursements 
SPREV OT Sig eR tina rie ie RE “ev ee 7 PARTS Sper ek pew > $ 4,423.06 
Maintenance andm SUpDDITeS ae ener e-e ek. Ce eee een eee 4,240.65) 
oan -TepayNent cca... waist meta temkn akin, ane Seema, Be ce 1,924.36 
$10,588.07 

Catholic Social Service Bureau | 


Though started by the Roman Catholic Church and staffed by two qualified) 
social workers, one of whom is a priest, the Bureau functions as a non-sectarian 
family-counselling agency and has a non-sectarian board. It is the only general 
family agency in the City. Clientele come from all groups and about half are not! 
Roman Catholics. The services include marriage counselling, personal counsel-. 
ling, counselling on child and other internal family problems, and advice on 
budgeting, etc. The staff work closely with the Mental Health Clinic, the Health 
Department, the Children’s Aid Society, the John Howard Society, and the 
Chronic Care Hutchison Wing staff in the Civic Hospital, as well as with the 
Municipal Welfare Department. No material assistance is given and there is no 
charge for services. 


Among the problems currently providing difficulties are the relative lack of 
prompt residential care for alcoholics and drug addicts. The hospitals and Menta) 
Health Clinic accept only acute delirium tremens cases. The waiting list for the 


government and private treatment clinics in Toronto is three to four weeks. 
Services for drug addicts are even more difficult to obtain. 


Drug costs for welfare patients and low-income families present a problem. 
The Red Cross and some service clubs will assist but their policies tend to change 
because of their changing officers and voluntary nature. The Municipal Welfare 
Department has shown itself somewhat reluctant to pay for drugs on occasion. 


Another problem is that of elderly people who need care but are reluctant 
to enter an institution. This is also of concern to the public health nurses. At 
present this is a difficult matter to resolve in most communities but it is made 
more so by the absence of an organized home care programme in Peterborough. 


Dental care of a preventive or restorative kind for welfare and low-income 
families also presents financing problems. The municipal Welfare Department 
provides payment for emergency extractions only for those on public assistance, 
Service clubs provide some assistance and some dentists will give some care free 
or at reduced cost. 


: a I wae 


Pre-marital counselling services are also felt to be needed more extensively 
n Peterborough. The Bureau, for obvious reasons, largely works in this field 
with Roman Catholic church and other groups. The Health Department also 
ato out a need for a programme of this type. 


Some type of central health and social service referral body was suggested 
\s being of value, possibly provided by the Health Department. 

} : . 
| The full income in 1962 was from the Peterborough Red Cross and 
Community Fund.’ Expenditures were for salaries,” clerical staff,? and general 
office expenses. 


The Canadian National Institute for the Blind 


zeneral Statement of Programme in Ontario 
' The Canadian National Institute for the Blind is a private service organiza- 
dion, supported by public subscription and grants from municipal, provincial, 
ind federal governments. It offers without charge a wide variety of individual 


ind group rehabilitation services to the sightless. 


Eligibility for services is based on an oculist’s written report certifying 
olindness. A visual acuity of 20/200 in the better eye after the best possible 
sorrection, computed on the Snellen eye chart, or a visual acuity greater than 
20/200 but with a visual field of 20 degrees in diameter or less is the legal term 
or blindness and for registration with CNIB. 


| 
Principal services include: counselling designed to assist in emotional and 


social rehabilitation; individual and group teaching, at the client’s home or the 
ventral classroom, in home skills, crafts, typing and Braille; central sales 
service for obtaining and disposing of craft materials; administration of special 
oublic concessions; circulating post-free library of Braille and record books; job 
»lacement in industry or CNIB refreshment stands and cafeterias; part-time 
sub-contract and full-time sheltered shop employment; modern residences for 
»ermanent or transient accommodation; counselling for parents of the pre-school 
dlind child and educational counselling to parent, teacher, and child for those of 
school age; summer camps and recreation programmes and facilities for all age 
sroups. A hobby shop has been established at Toronto headquarters to provide 
raining and skill in hobby crafts and pre-employment training for those who 
will later move into industrial or shop employment. Classes are given in wood 
and metal working, simple household plumbing, and electrical repairs. 


| The Institute also maintains an active public education programme in sight 


conservation and prevention of blindness. Eye examinations, transportation to 
clinical centres, and glasses are provided on the basis of need. The Eye Bank of 
Canada, recently established in conjunction with the Canadian Ophthalmological 
Society, arranges for corneal transplant surgery and a supply of post-mortem 
ayes from voluntary donors. A Low Vision Clinic was set up in 1957 to provide 
persons with residual vision with lenses of superior intensity to permit them to 
cead where possible. 


1$15,700.00 in round figures. 
2$9,250.00 approximately. 
_ $3,220.00 approximately. 
4$3,230.00 approximately. 


| 


| 
| 
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| 
| 


The national and provincial head offices are in Toronto. Field secretaries anc 
home teachers (all sightless) located in principal centres assure maximun 
coverage of town and country. Field offices are maintained at: Barrie, Brantford 
Cornwall, Hamilton,! Kingston,! London,! Ottawa,! Peterborough, Port Arthur, 
St. Catharines,! Sudbury, Toronto,! and Windsor. | 


People living in the various areas are eligible for the services listed, but 
there are limitations due to geographical locations, unless the person is able tc 
leave his home either temporarily or permanently. Once registration is com- 
pleted the local field staff visits each person at least once a year, but in the early 
stages of blindness and when a particular problem is presented more frequent 
visits are made. The staff of the local field office is augmented by staff from 
specialized departments at the head office, such as the Children’s Departmeni 
and the Employment Department. The agency has organized boards and com- 
mittees in these areas and the local volunteers help to maintain the conta 
with the known blind people and also refer new applicants to the Institute 
Since the loss of sight is often associated with loss of income and other social 
problems, the Institute is in constant touch with other agencies such as the 
health departments, and with welfare officers, service groups, and educationa) 
authorities. It also maintains a close association with local eye specialists and 


hospitals. | 


Peterborough County Programme 


A district office in Peterborough with a field secretary and one home 
teacher serves the counties of Durham, Northumberland, Peterborough, Victorie 
and Haliburton. The field secretary keeps contact with 92 registered blinc 
people, including six children of 18 years or less in the City and Peterborougt 
County and provides them with counselling, emergency welfare, and jot 
placement assistance. He also arranges for those eligible for services to obtair 
the residential services of the vocational and other rehabilitative services of th¢ 
Centre in Toronto, the eye bank, as well as home teaching, the use of the Braille 
library, and home craft services. Those served must have vision of 20/200 or les: 
as determined by an ophthalmologist. The field secretary also arranges preven: 
tive services for eye examinations with an ophthalmologist, treatment eithe: 
under government legislation or through voluntary sources, and glasses for thost 
with low incomes.? | 


Problems include finding employment for blind people and suitable accom: 
modation. The local field secretary feels a residence in Peterborough would be 0 
help. In the rural areas, where there are no full-time public health services an¢ 
no public health nurses, some difficulty is experienced in finding all those eligibl 
for assistance. | 

No charge is made to those served. All revenues obtained are forwarded t¢ 
the central office in Toronto which finances the field offices and services in loca 
areas. The approximate revenue of $12,281.26 in the fiscal year ending March 31 


1Residence facilities. 


2In Peterborough, the Kinsmen Club will pay for surgery and glasses prescribed (if vision 
less than 20/50) for those who cannot afford them on referral from doctors, the Healt! 
Department, and others. Approximately 15 were helped in 1962. 


| 
| 
| 
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\962, came from the Peterborough Red Cross and Community Fund! and a grant 
rom the County of Peterborough.” Total expenditures were approximately 
315,026.37. 


canadian Cancer Society 


_ A district office of the Ontario Division of the Canadian Cancer Society is 
maintained in Peterborough to provide service not only to the unit in the City 
and Peterborough County but also to the units in Ontario, Northumberland, 
Durham, Victoria and Haliburton counties. It is staffed by a graduate nurse as a 
full-time executive secretary.* The office serves as an information centre (Little 
Red Door) for the district and the executive secretary assists the local volunteer 
branches in the area to carry out their activities. The field staff from the Ontario 
Division office in Toronto visit the district offices regularly to help co-ordinate 
she work of the districts, units, branches, and sub-units throughout the Province. 


The local volunteer branch in Peterborough provides a variety of services to 
eancer patients and their families, including free cancer dressings to patients at 
home, financial assistance to needy patients to permit them to travel to the 
Princess Margaret Hospital in Toronto or to the treatment clinic in Kingston, 
arrangements for financial assistance to needy patients for accommodation while 
receiving out-patient treatment at clinics in other centres, payment for up to 
one month for necessary housekeeping service,* payment for up to two weeks for 
mecessary home nursing,* payment for certain drugs for needy patients, payment 
for an initial assessment and service visit to any patient by the Victorian Order 
lof Nurses following admission to the Society’s list, and friendly visiting to 
patients in their homes and in local hospitals. Personal needs and gifts are also 
provided from time to time. 

} 

j The Society assisted in sponsoring the cancer follow-up clinics in Peterbor- 
bugh originally and now provides volunteer lay workers and volunteer nurses to 
assist in running them. The clinics have been described previously.® The Society 
works closely with the doctors, the Victorian Order of Nurses, and the Princess 
Margaret Hospital. 

| 


The Society’s education programme is an important one. It includes several 
oublic meetings with speakers and films, a booth, local fairs with pamphlets and 
oeople to answer questions, assistance to schools and nursing schools in preparing 
seminars and talks, and talks to service clubs, church groups, and other 
organizations. 


Local funds are raised chiefly by a special campaign. Money from the 


districts is sent to the provincial office and drawn on as required for local branch 


1$11,431.26. 

2$850.00. 

| 3Approximately two-thirds of her time is spent in the Peterborough County Unit and the 
\remainder in the rest of the district. The Peterborough Unit includes branches in Campbellford, 
‘Hastings, Havelock, Lakefield. and Norwood, as well as in the City. 

| 4On a 24-hour-a-day basis. Arranged through the local National Employement Service Office or 
through personal contacts. 

5On a 24-hour-a-day basis. 

| 


®See p. 189. 


i 


| 
| 
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expenditures. The field office and staff are maintained directly by the Ontario 
Division. The 1962 financial statement for the Peterborough Unit shows: 


Receipts | 
Campalen. ho. 2ei uss in ete eee aid tate eo ere ee ee enee $21,126.86 
Bequests: and interest 2c S21) neste. tet ee. Sees 17.08 
In Memoriam:donationsies «ionic? Seer eee 687.05 

$21,830.99 

Expenditures 
Education ol: ewe a2 0ke ass ee ds cit ee ee eee Sh $ 2,164.55 
Women’svservicesi ate. Aes.cae aise Ne. ae ce 3,934.57 
General 6 Verhead salts sini. senctined) onan « aieeeneeaenenbas tie oe 714.53 
Campaign iniccid kui wt ake See ier, f 957.40 


$ 7,371.05 


The Canadian Red Cross Society 


The Peterborough Branch is affiliated with the Ontario Division of the 
Canadian Red Cross Society and is operated by a volunteer board and 
committees. Branch representatives are kept informed of national and provincial 
developments at regular meetings. Provincial committees assist the local branches 
in carrying out their activities and co-ordinate programmes, such as the Blood 
Transfusion Services, on a province-wide basis. The particular services provided 
by individual local branches vary depending upon the state of organization and 
local needs. All branches assist in disaster services, such as providing emergency 
food, shelter, clothing, and bedding. They also participate in the blood transfu- 
sion programme and, as requested, in the international tracing service. Other 
local programmes are decided upon by the volunteer branch executive commit- 
tees. 


As to financing, a local branch is given a campaign objective which is based 
on its requirements for conducting local programmes plus a portion of the 
divisional and national budgets. A large part of this latter amount is expended 
on all Red Cross branches covering technical costs of the blood transfusion 
programme and all costs in connection with disaster services. There are 
administrative costs for all of the other programmes as well and a local branch 
would benefit depending on which programmes they carried on. Approximately 
one-third of expenditures are local, one third provincial, and one-third divided 
between national and international work. Where a branch fails to meet its 
campaign objective it retains the full amount of the local budget and only 
remits to the divisional and national offices any surplus which, thus, may not 
equal the two-thirds scale. Local needs get first call on monies raised. 


The Peterborough Branch has sponsored the Blood Donor Service for over 
two decades for the hospitals and community. It is now part of the co-ordinated. 
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province-wide service. Regular monthly clinics are held.! Families hit by disaster 
are given help in emergency food, clothing, bedding, and shelter as needed,? and 
the Branch actively participates in the local Emergency Measures Orednization 
programme. Emergency welfare is given to those in need in the form of vouchers 
for food, clothing, shoes, and fuel. Home nursing courses are sponsored. The 
‘Junior Red Cross programme in the schools had 166 branches with some 5,535 
members in February 1963. Any money raised is on a purely voluntary Pacis 
and is expended on help to needy children in the area and overseas through the 
‘Fund for Needy Children at Home and Abroad.‘ Two senior citizens’ groups are 
sponsored.® The water safety programme is vigorously supported.® A loan cup- 
oard of equipment for the home care of the sick is maintained.’ 


| 
i 


An abbreviated 1962 financial statement shows: 


Receipts 
; BaancerasrOtro anuary ele 1902 eis. be. BE I ee $ 489.05 
| Peterborough Red Cross and Community Fund ........ 33,649.00 
UDO IEW E Fea Seagal og a eR I a oi 516.51 
GURL BS pep cde key Dh ne Se aa eb 194.08 
$34,848.64 
| Disbursements 
Biood donor programme ¢ 26)... 2s O54 ASAE i ee $ 3,090.19 
BCC WRIIATO, oc cu we chee es oe ee nee wine a 508 eee 3,762.34 
i ME ASLCTIMCCE VICE .40 06 bce cba ns ee ne bee hee ee woewR ae a taeae 310.59 
| eam DOOALC tis cio. ns yume Hu ae hy gees ge on sales 391.02 
“CESTENS Coney Lay yeaa be a aetna erate een Sela rt 28.36 
PCr meiCty MPGIe. Trl) SPORE. ete eee ee 188.20 
Maintenance, rent, supplies ........--..sseeeeeeeeeees 4,314.54 
CAMPaIGN: EXPENSES onesie specs aye aes ese ege » arene Matec Gyppnur os 300.00 
ORES J Sh a errr ee errs oo Gr ce 194.08 
Mea hats oleae wsisk-sc-a cschs tn caveat HOA $12,579.32 
Remitted to Ontario Division for Ontario, 
national, and international purposes ........--+--- 21,960.00 
! Grand: Votal -/r22825 00 6340 3. SUR OUIED R P eee $34,539.32 
| Balance as of December 31, 1962 ........--se eee creer: 309.32 
$34,848.64 


13,333 donations in 1962. 

2Nine families in 1962. 

8433 occasions of assistance in 1962. 

4In 1962, over $1,200.00 raised for various purposes. 
5See also pp. 201-202. 

*Instructors’ Course—33; Leaders’ Cours 
7153 articles loaned in 1962. 


e—16; Total Water Safety Tests passed—633. 
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| 
| 


Peterborough County Tuberculosis Association 


The assistance of the Association in paying for chest films of various kinds 
and in providing a volunteer worker for the chest clinics has been described 
previously.! A tuberculin-testing programme is being carried on in some of the 
rural area schools in co-operation with their part-time medical officers of health) 
Financial assistance for transportation to sanatorium and personal needs are 
provided for needy patients. The members also visit homes and endeavour to 
provide whatever assistance they can to patients on their return from hospital. 
A combined newsletter is prepared jointly with the Associations in Victoria’ 
County and Haliburton County for distribution to municipal administrators, 
local medical officers of health, the radio and press, school nurses, association 
members, and larger contributors. A Baby Sitters Training Course was provided. 
in co-operation with other organizations for 90 participants, of whom 70) 
graduated. Talks are given at the Teachers College in Peterborough and in other’ 
schools. Public education is carried on. 


The Association has its own board, of which the Medical Officer of Health is, 
a member, and is affiliated with the Ontario and Canadian Tuberculosis 
Associations. All funds are obtained from the annual Christmas Seal campaign. 
These are retained for use locally, except for amounts paid to the Ontario) 
Tuberculosis Association. Because of the changing tuberculosis situation, the 
Association is facing the problem of how best to fulfil its functions and to 
expend the money collected. The Baby Sitters Course is one such innovation. | 


| 
An abbreviated financial statement for the fiscal year, April 1, 1961-March | 
31, 1962 shows: | 


Receipts 
Balance,on handuMarch 31196 b.\.., acgomneeenn saree $16,561.01 | 
Christmas) Seal (donations 0... d.cui sistent ee eae 13,052.25 | 
ATCT OS ti, cont aca taht sisal Neuen aaa eae ade 211.38} 
Deposits. — veneral ACCOUNG i os usc invscaetecat eae eee 108.82 
$29,933. 46 
—___ 
Disbursements | 
Programmes: 3.) :.apeneetes Taal ete + hee eee e $ 2,729.38 | 
Ontario: Tuberculosis “Association. «cvs cuse eee 1,550.99 | 
Christmas), Seal ‘campaign 0% 4.29 eRe eee 2,908.30. | 
Administration and capital gifts to hospitals ............ 6,370.28 | 


Balancer Marehes3 15 1962. 4). 22. Dor. 7e. Dae, Pee ee 16,374.51 | 


$29,933.46 


St. John Ambulance Association 


The local branch has a trained volunteer first-aid group providing service as” 
needed at public gatherings, etc., and also runs a number of training courses. Its | 


1See p. 176. | 
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' 
funds come entirely from the allocation of the Peterborough Red Cross and 
Community Fund Campaign! and from course fees. 


| 
Welfare League 
q 


This is a volunteer group, largely composed of the wives of professional 
men, who have some limited funds for assisting special family need problems 
related to health. It works closely with the Health Department from whom 
many of its referrals come. 


Private Homemaker Services 


i There were two organized private services in Peterborough in September 
1962. The larger of these has been operating for ten years and has 40 to 50 older 
women on call for such services as practical nursing, light homemaking, and 
baby sitting.2 The workers, many of whom are widows, are screened carefully 
and most have had registered nursing training, or practical nursing training with 
the Red Cross or St. John Ambulance Association. The service is essentially de- 
signed for emergency and short-term situations, though under special circum- 
stances longer term arrangements are made. Housekeepers who are willing to 
live in and to provide long-term service are difficult to obtain. The proprietor, a 
doctor’s widow, feels that some type of practical training course for women 
‘wishing to do this type of work would be of value. This private service is highly 
regarded by those who use it and is in great demand. By its private financing 
nature it serves largely those in middle and upper income groups. It serves 
communities as far away as Lakefield and Port Hope on occasion. 


The other organized private service was not visited but is understood to 
have approximately a dozen workers on call. 


Peterborough County Children’s Aid Society 


The Children’s Aid Society staff of social workers is responsible for 
administering legislation concerned with general child welfare, foster home 
care, adoption placement, and assistance to unmarried mothers. The services in 
practice extend well beyond the legislative functions and include a wide range of 
‘family counselling services, services and assistance to unmarried parents, care for 
neglected children in foster homes, arrangements for and supervision of adop- 
tions, and general investigations at the request of the Official Guardian and the 
‘Director of Family Allowances. 


| Approximately 100 children are in foster home care® at any one time as 
wards of the Society and through private arrangements with their parents. The 
full maintenance, medical, and dental care of such children are covered by gov- 
ernment grants. Parents are expected to meet all or part of this cost, according 
‘to their means. These funds account for about 80 per cent of the budget and 
come approximately 40 per cent from the Province and 60 per cent from the 
‘municipalities served. The medical care of children over three years of age is 
| 


| 
| 1For year ending October 31, 1962—$2,291.20. 


| 21962 charges: 

| Light housekeeping—60 cents per hour; . 
Practical nursing—$1.00 per hour; $8.00 for eight hours; 
Baby sitting—50 cents per hour. 

’Steps are always under way to maintain a supply of good foster homes. 


$5.25 per day of 8 hours; $6.00 for 24 hours. 
$12.00 for 24 hours. 


| 
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arranged with the foster families’ doctors. People are also encouraged to use the 
services of the Health Department Well-Baby and Child Health conferences. For 
children who are younger, care is arranged with two local paediatricians. These 
last also advise without charge on infants for adoption. The Society is fortunate 
in the interest and service given by these doctors well in excess of any 
remuneration. Dental care is arranged chiefly with younger dentists, some of! 
whom wish payment and some of whom wish only partial or no payment for 
their work. Approximately one-half of staff time is spent on work with these 


children. 


The other one-half of staff time is spent in work with children in their own 
homes in an effort to maintain the family unit. This work is supported from 
private funds, such as the Peterborough Red Cross and Community Fund 
allocation, beauccts! and interest on investments, except for a general provincial 
grant of $5,000.00 per year towards staff salaries. These funds account for about! 
20 per cent of the total budget. With the emphasis directed to keeping children 
in their homes whenever possible, this imbalance in availability of revenue in 
relation to the working time spent and actual need is a source of some concern. 


Medical and dental care for these children present problems also, especially’ 
where families are on public assistance or in lower income groups. The City. 
Welfare Department can pay only for emergency extractions and not for 
treatment or preventive care for those receiving assistance. The Medical 
Welfare Plan is open only to those receiving assistance or on means test-based 
allowances. Those in lower and middle income groups who are unable to enrol in 
prepayment insurance plans not uncommonly have difficulty in obtaining 
sufficient care. Were it not for the generosity of some of the doctors and dentists 
and interested groups, such as service clubs, the situation would be even more 
difficult. 


Among the services felt to be needed are organized homemaking on some 
type of reasonable financial basis, which would enable families to be kept 
together in the event of illness of the mother either in the hospital or at home. A 
number of children come into care because of the absence of homemaking care 
and the situation whereby in-hospital care is covered by the Ontario Hospital 
Insurance Plan, whereas home nursing care is not, except for indigent patients. 


ag TE ; | 
Thus, the pressures are to remain in hospital. | 


Drug costs are a problem of families just above the low-income levels. The 
Kinsmen Club assist the latter group but the former are ineligible for assistance. 


It was pointed out that the existing government legislation, provincial and 
local, results in emphasis on financial assistance to people only after they have 
exhausted other means of support. There is little or no provision for preventive 
services in kind or as case work and counselling to prevent indigency from 
occurring. This means that groups, such as the Children’s Aid staff have to try to 
fill the counselling and case-work gap! even though this is not their actual 
responsibility. Some of the municipalities in the county regard the provincial 
cost-sharing level as a maximum and provide no supplements. This in turn has 
health implications where drug, food, and other needs are affected. | 


The tendency for a rather unrealistic division of services for people was also 
pointed out. For example, unmarried mothers are likely to become involved with 
their physician, the City Welfare Department, the Children’s Aid Society, 4 


1For example, advice on budgeting. 
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maternity home, and possibly some others, all around one problem. A family in 
receipt of relief must go to several official and voluntary agencies for assistance 
in budgeting, problems related to housing, marital problems, health problems 
and child caring problems, etc. It was felt that some division is necessary but in 
some instances, these divisions are arbitrary and contrary to common sense. In 
this connection the Children’s Aid Society has taken some steps towards meeting 
with representatives of some local agencies and with some provincial officials to 
ee if more reasonable arrangements for providing help to people who need it 
can be arrived at. 


Canadian Mental Health Association 


’ The local branch and board were in the process of re-organizing themselves 
when visited in the autumn of 1962. The local branch is affiliated with the 
provincial and national organizations. In addition to public education through 
literature, periodic forums, and lectures, special workshops are held on request 
for groups such as teachers. For several years the local society had provided a 
monthly bus service for families and volunteer visitors to the Ontario Hospital in 
Kingston. The service for families is to be discontinued. Instead, visits to the old 
people’s homes may be made. Among the needs noted by the branch is a more 
‘extensive mental health service in the schools. 


‘4 


Income in 1962 was received from the Peterborough Red Cross and 
‘Community Fund! and from memberships and donations.” Expenditures were for 
bus trips to the Ontario Hospital in Kingston, public meetings, literature, 
ladvertising, and the local White Cross office expenses. 


| 


‘Peterborough Red Cross and Community Fund 
There is a combined fund-raising campaign for 17 City agencies. A thorough 


‘industrial and residential canvass is carried out. It is run by a Board of Directors 
representing the co-operating agencies and other knowledgeable citizens who 
study the budgets and programmes of the member agencies and advise them as 
to methods of more efficient administration. The 1962 campaign objective for the 
agencies in 1963 was for $199,279.00.? Approximately 98 per cent of the objective 
‘was reported to have been obtained in the Annual Report to contributors. 
| Among the problems faced is that of the growing demands for funds and 
‘increasing difficulties in raising them in this way. A number of those interviewed 
‘expressed the view that some of the services presently being financed at least 
‘partly in this way were basic community services and should be tax supported. 
‘There is also a growing feeling that some joint planning as to services and staff 
‘use is needed if existing gaps are to be filled and overlapping prevented. 
1 
Other Agencies 

Other agencies which provide services with health implications are the Big 
Brothers, Alcoholics Anonymous, the John Howard Society, the Salvation Army, 
the Provincial Probation Service, the Young Men’s Christian Association and the 


Young Woman’s Christian Association. 


1$2,000.00 
*Approximately $350.00. 


’The Budget Committee reduced agency requests of $214,000.00 to this amount. 
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The assistance of some of the service clubs has also been mentioned. Other: 
are the Rotary Club crippled children’s work, the Lion’s Club Canadian Nationa) 
Institute for the Blind eye bank, and the Kinsmen Club safety work with the 
schools. Church groups also provide certain types of assistance to families with 
health problems among other problems. | 

| 
Peterborough Health and Welfare Association 


Informal supper meetings are held from time to time among members of the 
various official and voluntary health and welfare agencies. These are voluntary 
and are semi-social in character. Matters of common interest are discussed from 
time to time. An information booklet on community services was prepared a few 
years ago on a trial basis. 


‘APPENDIX II 


HURON COUNTY FIELD STUDY 


SOME GENERAL FACTS 


The County of Huron comprises an area of 1,295 square miles which extends 


_along the central part of the eastern shore of Lake Huron for some 60 miles and 


runs 40 miles inland at the maximum point. To the north is Bruce County; to the 
north-east is Wellington County; to the south-east is Perth County; to the south 
is Middlesex County; to the south-west is a corner of Lambton County. The 
country consists of level to mildly undulating tableland lying between about 


_1,000-1,200 feet above sea level. The land in the south is rich clay and loam. The 


soil becomes lighter towards the north with sand, gravel, and some outcroppings 


_of boulders. Most of the original forest covering has been replaced by farmland, 


though wooded farm areas remain. The climate along the shore is moderate in 


both summer and winter, but beginning about ten miles inland is a rain- and 


'snowbelt area which is colder in winter and warmer in summer. 


Historically, the area is known to have been visited by Champlain in 1618. 
However, the first settler did not come until 1826. With the founding of the 
Canada Company in 1828, settlers came in growing numbers to Goderich to clear 
the rich surrounding farmland area. The population grew steadily until it 


reached a peak of 76,526 people in 1881." Subsequently it declined to only 43,742 
people in 1941.2 Since then it has gradually climbed to a figure of 53,805 people in 


1961.3 This is an increase of over 9 per cent* as compared with the population of 


Hf 


49,280 people in the 1951 Census. The urban dwellers in communities of 1,000 
_ people or more accounted for approximately 33.7 per cent of the population; the 


rural non-farm group in smaller urban centres and on the outskirts of the larger 


centres amounted to about 29.8 per cent of the population; the rural farm people 
accounted for 36.5 per cent of the population. More precise study shows a steady 
growth in the larger centres and a gradual decline in the purely rural and 
smaller urban centres. Of the 1961 population, just over 41 per cent were under 


20 years of age as compared with 39.5 per cent for the Province as a whole.” 


Approximately 11.4 per cent were 65 years of age or more as compared with the 
provincial average of 8.3 per cent.® About 80 per cent of the people are of British 


1Dominion Bureau of Statistics Census data. 

2Ibid. 

3Ibid. 

‘The percentage population increase compares with that of 35.64 per cent for Ontario as a 
whole between 1951 and 1961. 

5Dominion Bureau of Statistics 1961 Census data. 


) 
| 


: 
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Isles stock but, especially in the south, there are large numbers of people of 
German ancestry and smaller numbers of descendants of people from other parts, 
of Europe. Huron County has a predominantly Protestant population. ) 


Huron is a rich farming area, chiefly in dairy cattle, beef cattle, poultry, | 
barley, flax, beans, peas, and sugar beets. Hogs and sheep are also extensively 
kept. Milk products such as Cheddar cheese and butter are important, but less so) 
than in some of the neighbouring counties. ) 


| 

Small manufacturing, however, is also important. In Goderich there are) 
industries for producing road machinery, pens and pencils, wood products, feed 
and cereals. The natural salt deposits are extensively exploited and the port! 
facilities have encouraged the building of grain elevators and oil transferring 
facilities. In the smaller urban centres industries include the manufacturing of 
coal and wood stoves, steel doors, leather gloves, furniture, shoes, boilers, tile: 
and cement, mobile homes, and the processing of food products. There are Royal, 
Canadian Air Force stations at Clinton and at Centralia near Exeter. 


The area is well supplied with both hydro-electric power and natural gas 
lines. Ample water supplies for both drinking and commercial purposes are 
presently available or can be readily obtained. | 


The Canadian National Railway provides daily freight, express, and passen-_ 
ger service for Goderich.! The Canadian Pacific Railway provides daily freight 
and express service.! For three other towns freight service is available and for 
one there is passenger service. The closest large airport is the Crumlin Municipal 
Airport at London, but there is a small private field near Goderich. The Royal 
Canadian Air Force also makes facilities available in emergencies. Highway 21, | 
the Bluewater Highway, runs north from Sarnia through the county via Goderich 
to the Bruce Peninsula. Highway 8 runs from Goderich through Clinton and 
Seaforth to Stratford and Kitchener. Other good highways and roads connect the 
various communities with the surrounding area. Bus and transport companies 
serve the larger towns. Goderich has a good freshwater port for trans- shippig} 
grain, oil, and manufactured goods. | 


Goderich, the county town and main urban centre, has a population of 
approximately 6,360 people. It is approximately 143 miles from Toronto, 62 miles 
from London, 84 miles from Sarnia, 84 miles from Owen Sound, and 46 miles 
from Stratford. Other urban communities are Clinton with about 3,300 people, 
Exeter with about 3,000 people, Wingham with about 2,800 people, and Seaforth 
with about 2,200 people. Blyth, Brussels, Hensall, and Zurich each have over 700, 
but less than 1,000 people. | 


The cost of living is generally similar to that elsewhere in southern Ontario, 
though a bit lower than in Toronto. General shopping facilities in the towns, 
especially Goderich, are good. The people commonly go to the cities near the 
county for much of their shopping. There are good primary school facilities in the 
larger centres. Consolidation of rural schools is well under way, though some 
areas are reluctant to change. There are district high schools in Goderich, 
Clinton, Exeter, Wingham, and Seaforth. 


There is a private business college in Goderich, and the Goderich Col-. 
legiate offers a commercial course. Two small schools for retarded children 


1Except on Sundays. 
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‘have been developed in Goderich and Wingham. Weekl 

: , - . : y newspapers are 
| published in Goderich, Clinton, Exeter, Wingham, Seaforth, Zurich, nee 
and Blyth. There are radio and television stations in Wingham. Outdoor re- 
ereational facilities are convenient. 


| 
! 


PUBLIC HEALTH 


Organization 


| Huron County has a full-time Health Unit! providing services for its 16 
| townships, five towns, and four villages. The Board of Health is composed of four 
| members of the Huron County Council and a provincial government representa- 
| tive, for a total of five members.” The chief executive officer is the Medical Officer 
| of Health and the secretary is the County Clerk-Treasurer. 


Because the Board of Health is regarded as one of the standing committees 
of the County Council, its membership tends to change each year, with the 
exception of the provincial representative.* This presents problems in continuity 
of policy and sometimes hampers the developing of new programmes or the 
altering of existing ones. The experience in most areas is that new members of 
boards with all the good intentions possible need a year of service before they 


become reasonably knowledgeable about health matters. 


Initially, the Unit office was located in Clinton but since 1956 it has been in 
_ the County Building at Goderich. Branch offices for public health nurses are 
_ located in the public hospitals in Clinton, Exeter, Seaforth, and Wingham.* 


| Abbreviated Financial Statement for the Calendar Year 1962. 


| Revenue 
Huron County Municipalities ...................-.. $40,935.55 
IPKONANCOMOL ey ONntariO™ © 2 fe. 6 at ct ce ce oe cee oe ele nome 42,006.87 
Nationalebiealth Grants’... cate... cme aye sacral: 10,640.14 
Plumbing Inspection Permits ...........--..2-+00-- 4,368.00 
$97,950.56 
| Expenditures 
| Se CMe Cer Se ne cs wate meee on aoaes $68,445.50 
MeeoCrtation | tM. eee da ees ae ee ees ae 13,811.27 
| Me crTice Me ee ee en nae ts etre 5,884.94 
NSCellaNGCOUSte ire ce tre eee eels cue eet sero neta 9,808.85 
(administration, Board of Health, 
audit fees, etc.) 
$97,950.56 


The revenues are sufficient for the base-line programme but funds for 


extensions and new programmes are more difficult to obtain from the Council. 
| 


Started on July 1, 1949. 
2Usually divided into two members from urban communiti 
8The 1963 list of standing committees of the Huron County 


third after the Roads and Huronview Committees. — 
4Rent for branch offices is entirely paid through a National Health Grant. 


es and three from rural townships. 
Council places the Board of Health 


—_ 
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| 
| 
| 
National Health Grants are only available if base-line staff requirements have | 
been met and if the local area is prepared to share part of the cost. ) 
The current practice of the Huron Unit is for the Medical Officer of Health to | 
make recommendations for the annual budget, but the actual drafting of the. 
budget is done by the Board Secretary, who is the County Clerk-Treasurer. 
Though he may follow the recommendation of the Medical Officer of Health, he. 
need not necessarily do so. Of course, the budget submitted by the Board 
Secretary is subject to adjustment by both the Board of Health and the County 
Council. This situation, together with the changing character of the County 
Council itself, places the County Clerk-Treasurer in a very strong position | 
in County affairs. 


STaFF! 

Classification Full-time Part-time Total 
Medical Officer of Health 1 1 
Other Physicians? 7 a 
Supervisor, Public Health Nursing 1 ei 
Public Health Nurses 7 2 9 | 
Other Registered Nurses? 1 | 
Public Health Veterinarian‘ 1 1e 
Chief Sanitary Inspector 1 1e) 
Sanitary Inspectors® 1 1# | 
Secretarial and Clerical Staff 2 1 3 | 

14 11 25 


The Board of Health appoints all staff members and can discharge them, | 
with the exception of the Medical Officer of Health. The latter’s appointment and 
discharge must have the approval of the Ontario Minister of Health. In other staff 
appointments and discharges, the recommendations of the Medical Officer of | 
Health are usually but not invariably® followed. 


The staff base-line is for one full-time Medical Officer of Health, ten full- 
time public health nurses, including a nursing supervisor, three full-time sanitary 
inspectors, including a chief inspector, and two full-time and one half-time | 
clerks. The obtaining of sufficient full-time public health nurses presents the — 
most serious staffing problem. The turnover is two to three each year. Two | 
part-time public health nurses and one part-time registered nurse are presently 
employed. This leaves a deficit of the equivalent of one full-time public health © 
nurse. Because of the area of the County and population distribution the nursing 
quota based on a ratio of 1:5,000 is considered by the Medical Officer to be too | 
low. A National Health Grant could be applied for to obtain further public — 


1As of June 1962. 


*Number varies from time to time. They assist in well-baby and immunization clinics and are | 
paid on a sessional basis. Married women doctors and doctors working alone in a community have — 
been found to be the most willing to do this work. | 


Part-time service at immunization clinics. 
‘The Veterinarian has a Diploma in Veterinary Public Health. 
*An additional inspector now training is expected to join the staff in 1963. q 


‘The changing composition of the Board of Health was felt to make this power a cause of some © 
staff uneasiness, especially for those members involved in enforcing regulations. 
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health nursing staff, except that this is possible only where the staff base-line is 
| being met already. Factors influencing the nursing shortage are the semi-isola- 
_tion and rural character of the area, and the tendency for younger single nurses 
ito move fairly often until they marry. Married nurses provide an important part 
of the staff but pregnancy and family responsibilities affect their employment 
sometimes even on a part-time basis. On the other hand, there is little eernaver 
‘of supervisors. Incomes are comparable with other similar areas in the 
Province. 


' Qualified sanitary inspectors are scarce also. At present, the Unit has a 
| deficiency of one, but a trainee is being sponsored. In general, inspectors rarely 
_come from other places, and the best results have been obtained by sponsoring 
local trainees. Even so, some do not remain beyond their obligatory period but 
_move to larger urban centres. Incomes present a problem,” chiefly related to the 
_ obtaining of suitable annual increments on an assured basis. Instead, these tend 
| to be decided annually by the County Council. 


There is also a Public Health Veterinarian, approximately 70 per cent of 
| whose salary* comes from a National Health Grant. At the time of the visit, this 
_ staff member was considering resignation because of reluctance by the Board 
_ and County Council to provide a modest increment to his salary, as recommended 
| by the Medical Officer. Should he do so, there would be little likelihood of 
_ obtaining a replacement at the salary level currently offered, and a valuable 
| programme would be seriously curtailed.* 


Some more assured personnel and salary arrangements seem essential in 
areas like Huron County if sufficient, competent staff are to be obtained and 


retained. 


Programmes 
Communicable Disease Control 
GENERAL 


| Reporting in general is incomplete but the major diseases are well reported. 
The childhood communicable diseases are well reported by the schools but to a 
' lesser extent by the doctors. No routine visit to a home in which a communicable 
disease has been reported is made unless special circumstances warrant it. 
_ Except in special cases, such as chronic pediculosis or extensive impetigo, 
> re-immunization after a communicable disease is left to the discretion of the 


principals. 


The Medical Officer of Health is not a formal member of the staff of the area 
hospitals except of the Goderich one where he is on the Infections Committee. 


1Public health nurses—$3,700.00 to $4,800.00 per annum range with a 1962 maximum increment of 
$150.00. Nursing Supervisor —$5,000.00 to $6,000.00 per annum range with increments usually but 
not always similar to those for staff nurses. Increments are decided upon annually by the County 
Council rather than on an assured basis. 

2Chief Sanitary Inspector—$4,600.00 to $5,600.00 
$100.00. Sanitary Inspector—$3,600.00 to $4,600.00 per annum ran 
$100.00. Trainee—$35.00 per week. 
81962 salary—$6,600.00 of which $4,700.00 was from aN 
| the County. Increments are decided on a yearly basis, 
4The Public Health Veterinarian did not resign. 


per annum range with a 1962 increment of 
ge with a 1962 increment of 


ational Health Grant and $1,900.00 from 
as with other staff members. 
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However, the Unit’s services are available on request in the event of a hospital 
infection problem and other problems. 


Among the more common infectious diseases seen in 1962, 35 infectious 


hepatitis cases, including one death, and one paratyphoid fever case, empha- 


sized the need for constant attention to matters of food and water control. | 


Rabies! in animals also increased in 1962 to 33, and 27 people received treatment 
following exposure. 


TUBERCULOSIS CONTROL 
A diagnostic and referral clinic is held monthly at each of the four larger 


hospitals in the County.” The hospitals provide the space, X-ray equipment, and 
the services of X-ray technicians. A clinician comes from the Beck Memorial 


Sanatorium in London,’ and all films are read by the sanatorium staff. The > 


Health Unit staff make appointments, send out recall notices to patients as 
requested by the chest physician, keep clinic records, and send a public health 
nurse and clerk to assist at the clinics. The Huron County Tuberculosis Asso- 


ciation? pays for all examinations and for any X-rays and the services of the © 


sanatorium staff in reading them. It also covers travel costs and the cost of the 
sanatorium X-ray technician who attends the Exeter clinics. Reports on all 
examinations and X-rays are sent to the family doctors concerned. The services 
of the clinics at Clinton and Exeter are available to the approximately 2,000 
Royal Canadian Air Force civilian dependents at the nearby air force stations. 


A monthly clinic is also held at the hospital in Seaforth but no chest 
physician is present. Films and histories are sent to the sanatorium for 


interpretation. If indicated, referral is made to one of the other clinics for | 


examination by a chest physician. 


Patients requiring admission to a sanatorium go to the Beck Memorial | 
Sanatorium in London as a rule. The Health Unit assists in making admission © 


arrangements and keeps the tuberculosis and chest clinic case registers for the 
area. The follow up of contacts and home visits to discharged patients on 
chemotherapy as indicated are done by the public health nurses.® The Huron 
County Tuberculosis Association covers transportation costs if these cannot be 
arranged personally. 


Miniature chest film equipment has been provided in the hospitals by the | 
Province for routine admission X-rays. The hospital provides the space and the | 


X-ray technicians. The Province reimburses® the hospitals for these films. 


A Mantoux tuberculin testing programme is carried out annually by the — 
Unit in each of the area secondary schools on all new students and on those who © 
will be graduating or leaving during the year. Positive reactors and their | 


1See p. 231, rabies control measures. 
2At Goderich, Wingham, Clinton, and Exeter. 


Operated by the London and District Health Association. In the case of the Exeter clinic | 
an X-ray technician from the sanatorium also attends, but the local hospital’s X-ray equip- | 


ment is used. 


‘See also p. 255. Films for patients going directly to the out-patient facilities at the © 


sanatorium are also paid for. 


“Drugs for those discharged by the Sanatorium are provided by the Province and ; 


distributed through the Sanatorium. 
°Fifty cents per miniature film. 
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families are referred to the nearest chest clinic for follow up. Students of primary 
_ schools are Mantoux-tested every four years through arrangements with the 
_Province’s travelling tuberculosis clinic (mass survey). 


Every two years a mobile unit from the Beck Memorial Sanatorium visits 
Huronview, the county home for old people, to carry out an X-ray survey. 
Records and arrangements for the follow up of suspects are a responsibility of 
the Health Unit. The Huron County Tuberculosis Association covers the cost of 
the mobile unit visit. In co-operation with the county jail physician and the Beck 
Memorial Sanatorium, the Health Unit gives tuberculin tests to all jail inmates. 
Positive reactors have a chest film at the Goderich Hospital. The Huron Tuber- 
culosis Association helps to pay for the X-rays. 


f A mass tuberculosis skin-testing and X-ray survey of the County was 


conducted in 1960 by the Ontario Department of Health.1 The Tuberculosis 
Association covered the costs of promotion and clinic accommodation. Such a 
survey is done on the average every four years. 


Some of the larger industries receive biennial chest X-rays through the 


'mobile unit of the Industrial Hygiene Branch of the Ontario Department of 


Health.2 By means of a mobile X-ray unit, the same branch of the provincial 


Department of Health provides annual examinations for workers in industries 


exposed to silica dust, for example, foundry and monument workers. 


VENEREAL DISEASE CONTROL 


There are no public clinics. The programme is a small one and is limited to 
the follow up of contacts and occasionally of those who are delinquent in taking 
treatment. It is felt that the actual incidence is greater than the number of cases 
reported to the provincial Department of Health and, in turn, notified to the 


| Health Unit. 


IMMUNIZATION 


There is no specific adult immunization programme but adults may come to 


the child health clinics for smallpox vaccination and for tetanus toxoid and Salk 


polio vaccine inoculations. The Salk programme was carried out originally 


_ through the Unit and inoculations continue to be available. By the end of 1962, 


over 70,000 doses had been given. Concern is being felt over the declining 
demand by adults for initial and booster doses because outbreaks elsewhere 
have so often proven a special hazard to young adults. Special immunization 
arrangements are provided on request for girls entering nursing and for special 
groups in the area. 


Primary immunization and booster doses to infants and pre-school children 


are encouraged through the family doctors.The well-baby and child health 


Clinics also offer immunization.’ Primary immunizations to those not previously 


1Seventeen previously unknown cases, of whom 8 were active, were found. ' 
2The Sheaffer Pen, Dominion Road Machinery, and the Dominion Tar and Chemical salt plants 


in Goderich. 


’See also p. 234. Antigens used are smallpox vaccine and the quadruple antigen of diphtheria 


| toxoid, pertussis vaccine, tetanus toxoid, and Salk polio vaccine. Other are used occasionally as 


indicated. 
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protected are offered following school entry,'! and booster doses are offered 
routinely every four years to all primary and secondary school children.” No 
school immunization services are provided for the schools? at the two Royal 
Canadian Air Force stations, though immunization is offered at regular child 


health clinics on the stations for infants and pre-school children. 


Sanitation | 

The over-all programme is supervised by the Veterinary Public Health 
Officer. He and the sanitary inspectors work closely together but they carry out) 
the specific programmes for which their training equips them. The sanitary) 
inspectors’ functions consist of an increasing proportion of demand work as) 
opposed to routine supervision. 


WATER SUPPLIES 


All of the larger centres have satisfactory water supply systems from a} 
safety standpoint. There are 10 municipally operated public water supplies in 
Huron County, as follows: 


Source Nature of System 
‘Town of Goderich Lake Huron —settling basin and chlori- 
nation. New intake and 
filtration plant. 


Town of Clinton drilled wells | —no treatment. | 
Town of Exeter combination of 
drilled wells —no treatment. 
Ausable River —filtration and chlorination. 
Town of Seaforth drilled wells —no treatment. 
Town of Wingham drilled wells —no treatment. 
Village of Zurich drilled wells —no treatment. 
Village of Hensall drilled wells —no treatment. 
Village of Blyth drilled wells —no treatment. 
Village of Brussels drilled wells —no treatment. 
Hamlet of Egmondville drilled well —no treatment. | 


Privately operated communal water supplies* include: 
(1) Police village of Crediton—2 systems, each having a drill 
source. 


(2) Police village of Auburn—4 systems, each having a drilled 
source. 

(3) Police village of Dungannon—2 systems, each having a drilled 
source. 


(4) The six townships bordering on Lake Huron—50 part-time SyS- 
tems (approximated serving summer cottages only), each having a drilled 
source. | 


The Royal Canadian Air Force station at Clinton purchases its water from. 
the Town of Clinton Public Utilities Commission. Chlorination is carried out. The 


1Smallpox vaccine, diphtheria toxoid and tetanus toxoid combined, and Salk polio vaccine. | 


?Smallpox vaccine when indicated and the triple antigen diphtheria toxoid, tetanus toxoid, 
and Salk polio vaccine. 4 


“The Unit provides no school health services to the stations. 
*The privately operated public systems serve about six to 20 households each. 
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Royal Canadian Air Force station at Centralia secures its water from drilled 
wells in Usborne Township, south-east of Exeter. Chlorination is carried out. 
Rural supplies and a number of town homes on the outskirts have private 
wells. 


| 
| 


The role of the Health Unit is to do routine inspections and inspections on 
request to determine whether any health hazards exist. Municipal and other 
public supplies are sampled 12 times a year.! Private supplies are tested only on 
request. The Unit works closely with the Ontario Water Resources Commission. 
Efforts to have fluoridation introduced in Goderich have so far been 
unsuccessful. 
| SEWAGE DISPOSAL 

| Inadequate environmental sanitation as related to the provision of water and 
to sewage and waste disposal is felt by the Unit to be one of its main problems 
and serious potential hazards to the public health. 

| The operation of municipal systems falls under the jurisdiction of the 
‘Ontario Water Resources Commission. The concern of the Health Unit is where 
health hazards exist because these systems are inadequate. It also deals with 
private septic tank and privy units. Municipal plants are as follows: 


| Community Type of System 

Goderich Discharge of raw sewage into Lake Huron. 
Clinton Activated sludge treatment plant. 

Exeter Lagoon sewage system. 

| Seaforth Primary treatment only with chlorination of 
| effluent. 

Wingham Large municipal septic tank. (Plans underway 


for lagoon-type disposal plant.) 
Royal Canadian Air Force Activated sludge treatment plant. 
station Clinton (non- 
| municipal) 
Royal Canadian Air Force Activated sludge treatment plant. 
station Centralia (non- 
municipal) 


1Two hundred and sixteen inspections in 1962. 
2Seven hundred and eighty samples taken in 1962. 
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Sewage disposal is a matter of growing concern to the Unit. There is close 
co-operation with the Ontario Water Resources Commission and the Planning 
Branch of the provincial Department of Municipal Affairs. A few large institu- 
tions such as Huronview, two district high schools, Ontario Hospital Goderich, 
the South Huron Hospital Exeter, and a few industries, for example, a cannery, 
at Exeter,! have complete sewage and disposal systems of their own. The answer 
for the towns and villages lies in building municipal sewer and treatment 
systems, but these are costly items to undertake and some are reluctant to do so. 
PLUMBING INSPECTION | 
In 1961 the plumbing regulations of the Ontario Water Resources Commis- 
sion Act made plumbing inspection mandatory in all municipalities of Ontario. 
Previously, only the larger urban municipalities had an organized system of 
inspection, usually under the direction of a public works committee, and using 
master plumbers to provide the actual inspections. The 25 municipalities in 
Huron County felt that individually they could not provide a proper inspection 
service, and in 1961, under a County by-law, the Health Unit was delegated) 
authority to carry out all plumbing inspection services in the County. Some four 
to five such inspections are made daily in the summer and it is felt by the 
sanitary inspectors that, because of the close relationship to septic tank 
supervision, this work fits in well with their duties.2 An average of two 
“cross-connections” per year are discovered in the work. If uncorrected, a 
“cross-connection” results in the pollution of a communal water system. 


| 
| 
) 

Approximately 25 to 30 per cent of the Public Health Veterinarian’s time 
is spent on milk control. There are ten pasteurization plants? in the County 
licensed by the provincial Department of Agriculture. Three use the high 
temperature flash method and the remainder use the lower temperature holding 
method. Samples are taken monthly for testing on four pasteurized products 
at the dairies—top cream, table cream, homogenized milk, and chocolate milk. 
The laboratory work is done in Stratford at an associate laboratory to the 
Ontario Department of Health. A thorough sanitary inspection of the dairies is 
carried out twice a year with follow up as indicated. 


MILK SUPPLIES 


| 

There are 50 raw milk shippers in the area who sell milk to the local dairies! 
All shipping at present is in cans. Only one of the dairies® has felt financially able 
to convert to bulk haulage equipment. Some farmers have installed large, bulk 
cooling systems on their farms. The Unit has a vigorous raw milk improvement 
programme, consisting of inspection visits to the farms twice a year with follow 
up as indicated, and raw milk samples taken at the dairies on each shipper’s 
supply once a month. Because of the amount of laboratory work involved and 
difficulty in getting it done at Stratford, the Unit established its own laboratory 
in 1960 to perform gel tests and standard plate counts on raw milk. In 1961, 7. 5 


1Town of Exeter provided these facilities for the cannery. 

2In 1962, 1,913 inspections, including 797 of plumbing, were made. The remainder were of septic, 
tanks and drains. 

3Some pasteurized milk comes into the area from dairies in London. Pasteurization is 
supervised by the London Health Department. 


4Some producers sell milk to Toronto dairies. They are checked by inspectors of the Toronto. 
Department of Health. 


5In early 1963, it purchased a bulk tank and truck for gathering milk from the six producers: 
who ship to the dairy. 
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per cent of the samples were found to contain more than the 200,000 bacteria per 
millilitre’ standard established by the Unit. A mastitis control programme for the 
County assures that milk from cattle with diseased udders is not used until the 
‘condition has been satisfactorily cured. This programme enables the Unit to 
‘both assist the farmers to improve production standards and to improve the 
‘quality of fluid milk going into consumer products. The number of producers has 
gradually come down but the total amount of raw milk shipped has increased 
over the last ten years. This has resulted from smaller producers unable to meet 
standards gradually leaving the field, and to an increase in the dairy herds of the 
larger producers who are able to install satisfactory equipment and to meet 
standards. 

[ In general the larger dairies with qualified staffs present few problems of 
control and their products test well below the standard set by the Unit. Two of 
the larger dairies also have Royal Canadian Air Force contracts and must meet 
its standards of acceptability as well. Some of the smaller dairies have less 
satisfactory records. Several factors are involved. They have less money to spend 
ion equipment and on obtaining qualified staff. Some are in areas where they are 
‘the only local dairy. This secure market reduces the incentive to improve 
‘standards in some cases. It is found that most of the contamination problems 
occur following pasteurization, from faulty use of homogenizers and fillers, from 
eracked bottles, and from storage at unsatisfactory temperatures until the 
consumers purchase the product. Though it is possible to withhold local approval 
lof the plants for health reasons if they do not meet the set standards, this is 
‘sometimes difficult to enforce. Part of the problem is that no precise bacteriolog- 
ical standards are established in the Public Health Act. Local health units and 
departments set their own standards based on widely accepted levels. Recourse 
can, of course, be had to the courts but, as in other fields of health control, this is 
done only as a last resort when all other efforts have failed. 


Only four or five of the shippers present problems. The big shippers are 
‘only too anxious to co-operate in maintaining standards but a few of the small 
‘ones with more limited financial resources have proven difficult on occasion. 
Gradually, however, the matter is being solved. Again legal action is only taken 
as a last resort. 

i 
| Ice cream cannot be tested at present because the Stratford Laboratory 
cannot handle the additional work during the busy summer season when its 
heavy load of water testing is done. It is clear that a more satisfactory laboratory 
| arrangement is needed for the area. 
It is also clear that the task of health units and departments in enforcing 
standards would be easier if uniform health standards on raw milk and milk 
| products were established for the Province as a whole. This would eliminate 
differences from one area to another and, therefore, a means of argument by a 
delinquent shipper or dairy. It would also eliminate personal pressures 
sometimes indirectly or even directly exerted on local health unit and depart- 


ment staff members responsible for enforcement. 


samples. If a second one occurs 


# j rmitted on any four consecutive 
Fee eee iniik til it is found to be within the 


in that period the shipper’s milk is excluded from the market un 
accepted standard. 
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However, the chief area where it was felt further improvement could be 
effected is that of education of the producers and dairy staff. This will reduce the! 
human hazards, still the most difficult to control. 
| 
MEAT CONTROL | 


The Veterinary Public Health Officer has assisted the Town of Goderich in| 
carrying on a programme of meat inspection since 1948 under a special local 
by-law on meat inspection. The introduction of provincial regulations on meat, 
establishments has made possible a gradual improvement in the abattoirs, 
elsewhere in the County. A number of unsatisfactory ones have been abandoned | 
and others have been renovated. At the time of the visit there were 20 small, 
slaughter-houses in the County, the largest being the one in Goderich which 
handles about 2,500 carcasses a year. The others altogether account for about, 
twice as many more. Most were able to meet local approval. None were being 
federally inspected. There were also two poultry-killing plants, one of which had 
Health Unit sanction to operate. A turkey farmer in the County kills turkeys 
periodically without Unit sanction.! 


The Public Health Act places responsibility for locally killed and marketed 
meat on the local municipalities. This presents a problem because, though the 
public want the inspection of locally killed meat, local departments of health are 
reluctant to enter this field since the provincial Department has tended to turn. 
this over to the Department of Agriculture. Also most of the local areas do not. 
have a qualified person to do meat inspection. Meat inspection requires a skilled 
veterinarian. Even federal inspection only goes as far as the abattoir door. It 
has been the experience of the Veterinary Public Health Officer that the trucks | 
used for transportation could be improved. On occasion these have been seen to. 
have slimy floors and to be aesthetically unpleasant, though the meat would 
rarely be a health hazard if properly cooked before being eaten. | 

It was suggested that the Public Health Act requirement for an affidavit as. 
to the source of meat, including canned meat, be more vigorously implemented. | 
It was also suggested that existing regulations concerning dead animals are 
incomplete in that they are concerned only with animal diseases and not with | 
human disease control. Moreover, unless unsuitable meat is dyed the regulations | 
are almost unenforceable. The view was expressed that this should be a public | 
health responsibility because human health is involved. Another problem is that | 
federally inspected meat is only stamped on the quarters and, therefore, the | 
smaller frozen sections do not have the stamp. They are only identifiable by the - 
label on the package and this can be subjected to misuse by re-using the 
package. It was strongly urged that there be more extensive meat control and 
that this be done under general provincial Health Department direction to. 
relieve local pressures sometimes applied when local health departments or units 
attempt to do something about local problems. 


A further need was pointed out for a programme of inspection for freshly | 
ground meat, such as hamburg and trimmings, to test for pathogens. At the 
present time, there is no way of knowing whether the meat used is properly | 
inspected beforehand. 


1There is sometimes some reluctance on the part of local Boards and Councils to enforce 
regulations which may financially affect a neighbour. 
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RABIES CONTROL 


Rabies has been a problem in rural areas throughout the Province in recent 
years. The experience in Huron County is that dog by-laws in themselves are of 
limited impact since there is no control of cats and of the numerous wild animals. 
‘Rabies in the area was found in 33 animals in 1962, including foxes, skunks, 
bovines, coons, cats, dogs, and rarely in chipmunks, and squirrels. None has been 
‘found in groundhogs. Twenty-seven exposed humans received the Semple 
vaccine course in 1962. No really effective control programme for the wild animal 
spread has yet been developed. 


Foop OUTLETS 


| These are checked once a year as to general sanitary conditions when they 
_are licensed in the local communities with by-laws. Eight bakeries and 17 local 
plants are so supervised. The former are inspected routinely once a year and the 
latter quarterly. There are two beverage bottling plants which are inspected 
‘twice yearly. Otherwise visits are only made if a complaint is made. As yet there 
are no automatic food-vending machines in use. 


| Restaurants and hotels are inspected once or twice a year by the sanitary 
inspectors, and oftener if the work-load so permits. Otherwise inspections are 
done only as indicated or on complaint. The staff shortage and the pressure of 
other control work during the summer has meant that the routine inspections are 
| done in the other seasons. This is a source of concern, since many of the health 
hazards are more likely to occur in the summer months because of the warmer 
temperature and the influx of tourists. As elsewhere the turnover of food 
handlers presents a health education problem. Efforts are made to handle this 
through the proprietors. On the whole, co-operation is good. The careless and 
even destructive attitude of some segments of the public, especially towards 
washroom facilities, makes sanitary control difficult at times. 


One problem raised was the slowness in getting news of current food 
_ problems to local health departments and units. This was illustrated by the news 
of Salmonella contamination of certain types of cake mix which first reached the 
Unit staff through a newspaper report. Another difficulty is that some of the 
_ provincial legislation is general in nature. This means that from one jurisdiction 
to another there can be variation in interpretation and in the extent of 


' enforcement. 


SCHOOL AND HOSPITAL SANITATION 


| Eating and washing facilities in schools are checked annually. Those in the 
hospitals may be done only on request. Small rural schools and some small 
hospitals present sanitation difficulties which are hard to solve. Their buildings 
are often unsuitable to improve properly and financial resources are usually 
limited for doing so. The trend to central schools has helped but some 
- municipalities have been reluctant to enter such programmes. 


SWIMMING POOLS AND AREAS 


Public swimming pools and beaches are checked regularly and on complaint 
throughout their season of use. So far these have not presented the same extent 
of problem found in larger centres and more populous tourist areas. 


‘ 
t 
; 
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CAMPS AND RESORTS 

/ 

Summer camps are inspected as to general sanitation, water, and food 

facilities annually for provincial licensing requirements and once or twice more 

if they operate through the entire vacation season. There are no particular 
problems. 


| 

\ 

| 
GARBAGE AND RODENT CONTROL 
Garbage collection is not a responsibility of the Health Unit. However, the! 
municipal dumps are visited from time to time, or on complaint, to try to assure 
that proper measures to reduce rodents and other human health hazards are 
maintained. Some use acceptable sanitary land fill methods but most have only 
partial arrangements. Some communities have no regular collection system, 
The question of satisfactory refuse disposal methods is a growing one, espe-' 
cially for the urban communities. 


| 
HOUSING 


| 


Inspection is only carried out on request of local authorities or others to 
determine if a health hazard exists. It is difficult to demonstrate such a hazard. It. 
is felt that more precise legislation on general housing standards is desirable. A. 
national code is available, but there is hesitancy at municipal level to use it. | 
Most of the problems seen are not primarily health problems but because of a | 
relative absence of legislation and local enforcing officers, they are not uncom- 
monly referred to the Unit. 


AIR POLLUTION 


This presents a problem intermittently. This most frequently results from. 
uncontrolled fires at municipal dumps. The Industrial Hygiene Division of the 
provincial Department of Health has assisted the salt firm in Goderich in 
establishing a control system. Goderich also has a dust nuisance from time to 
time in the residential area near the harbour, resulting from the operation of the | 
grain elevators and lake shipping. 


GENERAL | 

One of the common problems in the entire field of environmental control is 
the lack of sufficiently precise provincial legislation definitions, and standards. | 
This is understood to be under revision at present. The occurrence of new 


hazards, and changes in the nature of older ones, suggests that revision needs > 
to be a regular undertaking. 


It was suggested that one Veterinary Public Health Officer with good 
Sanitary inspectors and laboratory facilities could provide a good food and 
environmental control programme for several rural counties on a regional | 
basis. At present, people with this training are scarce and a number of rural 
units are without this type of staff member, even though the most effective - 
development of a number of programmes is thereby hampered. It was also 
suggested that improvement in the status of sanitary inspectors and standard | 


training arrangements across Canada were necessary if sufficient competent 
recruits were to be obtained. 
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Maternal and Child Health 
PRENATAL PROGRAMME 


Series of prenatal classes are conducted two to three times annually in each 
of the five larger communities. These are conducted in the local hospitals. The 
local doctors are asked to send lists of their pregnant patients to the Unit 
and the patients are then contacted about the classes. Many of the doctors 
actively encourage patients to attend. About 10 per cent of pregnant women do 
so. A visit through the hospital where delivery is to occur is included in the 
courses. So far no classes for fathers have been held. 


} 


| There are no prenatal clinics at the hospitals. Medical supervision is 
provided only by the family physicians. The public health nurses make prenatal 
home instruction visits at the request of doctors.’ In 1962, 306 women received 
‘such visits. The Victorian Order of Nurses has no programme in Huron County. 


| 
| POST-NATAL PROGRAMME 
| 


| There are public health nursing offices in the four hospitals outside 
Goderich. The public health nurses visit new mothers in all five area hospitals 
‘and arrange for home visits and baby care demonstrations as soon as possible 
after the mother returns home.” This has been done for many years, as agreed 
‘upon with the doctors when initiated. Almost every mother is seen. Subsequent 
visits are made as indicated. In general, the programme is well received. The 

Unit stresses the role of the family doctor in its visits and contact with the local 
doctors is close, partly because of the offices in the hospitals. On the other hand, 
in one hospital the nursing supervisor reported only limited contact with and 
| referral to the public health nurse. 


WELL-BABY AND CHILD HEALTH CLINICS 


| Clinics are held monthly in each of the five larger communities except 
during July and August. They are staffed wherever possible by local physicians 
paid on a sessional basis and by public health nurses. Primary immunization 
with smallpox vaccine and the quadruple antigen and booster doses are offered. 
Children requiring treatment are referred to family doctors. In 1962, 901 
different infants and children were brought to the clinics. Some of the doctors 
prefer to have routine immunization of their infants and children done in this 
‘way. Others wish to do this themselves. The experience has been that some 
‘doctors encourage their patients to attend the clinics whereas others feel they 
may lose patients by doing so. In general, it has been easier to get practising 
physicians to assist at the clinics from communities where they are working 
alone. All immunization records are available to the family doctor on request. 
Occasional frictions have occurred in getting information from doctors where 
patients have gone to the clinic. Attendance at the clinics has remained fairly 
steady in recent years, though few children are brought after 18 months of age. 


| « ° . . 
Adults may come to these clinics for immunization against smallpox, 


tetanus, and polio. As much as possible, they are encouraged to go to their family 
physicians for this protection. 


I1Those not under medical supervision are urged to seek it. ale 
i i i isi bout 54 per cent o 
2Five hundred and ninety-five infants under two weeks were visited, ora 
eligible infants. No 1962 data are available on the further numbers visited under four weeks It 
| was about 58 per cent in 1961. See Appendix I, p. 181, footnote 2, for the method of calculation 
used. 


og 
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INFANT BOARDING HOMES AND BOARDING HOMES FOR MOTHERS 


There are no licensed homes in the County. 


PRE-SCHOOL CHILD HEALTH PROGRAMME 


As mentioned, the Child Health Clinics are available to older pre-school age 
children but few in fact attend after 18 months of age, except for immunization! 
booster doses. | 

During the late spring, a letter is sent by the Health Unit to the parents of 
children who will be starting school in September and who live outside the 
Town of Goderich. They are urged to take the child to the family doctor for a 
physical examination and to bring immunization status up to date.! A dental! 
check-up is also recommended. No special arrangements are made for children 
whose parents do not carry out these recommendations. However, the rural 
schools are visited during the first month in the autumn. The children are 
superficially screened by the public health nurse and any problems noted are 
referred to parents for action. | 

In Goderich, by special arrangement with the School Board, an organized 
pre-school “round-up” is held jointly between the schools” and the Unit. The 
parents are asked to come to the school with their child. There they and the 
youngster are first interviewed by the kindergarten teacher. An estimate is made 
of the child’s sociability and extent of development of primary skills. Then the 
school public health nurse takes a health history and makes certain routine 
measures, such as weighing and measuring height. Last, the child is seen by the 
Medical Officer of Health who performs a rapid screening type of physical 
examination and gives any needed immunization inoculations requested. Any 
problems requiring correction and treatment are referred to the parents who are 
urged to take the child to the family physician. The main emphasis of the entire 
procedure is on the health education of parents, and the detection of remedial 
defects, including dental ones, so that these may be cared for before the child 
starts school. In 1962, 121 of 127 children starting school attended the “round= 

up” with one or both parents, an excellent result. 


School Health Service? | 

School sanitation facilities and any meal facilities are checked regularly by 
the Unit sanitary inspectors as required by provincial legislation. Other services 
are based on agreements between the Board of Health and the various school 
boards in the County. 


PRIMARY SCHOOL SERVICE 


The public health nurses spend time in the urban schools on a scheduled 
basis each week. The rural elementary schools are visited within the first 
month in the autumn. Thereafter, they are visited every three months or 


1Approximately 75 per cent were estimated to have had an examination in 1962. 
*Both public and separate schools. 


3In 1962, there were 166 elementary schools with about 9,801 pupils. Approximately one-halt 
were in rural schools with four rooms or less (182 classrooms), and one-half were in urban or, 
central schools with five rooms or more (128 classrooms). Included are 11 separate elementary. 
schools. There were approximately 3,400 students in five district high schools. No school service is 
given to the approximately 500 children at each of the two airbases. 
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oftener if indicated,! as, for example, where there is a new teacher. No routine 
school physical examinations are carried out by the Unit staff. Children are 
seen by the public health nurse on teacher referral and, if an examination 
seems indicated, the parents are urged to take the child to the family doctor. 
In Goderich only, a child so referred, for whom no examination has been 
arranged after a reasonable time, is referred to the Medical Officer of Health 
for examination with consent of the parents. Otherwise only children falling 
within the terms of the Communicable Disease Regulations, as for example 
where there are questions of diagnosis or suitability for return to school, are 


seen by the Medical Officer. 


Routine screening procedures by the nurses include vision screening, using 
the Snellen chart and “Good-lite’ chart, done in Grades I, IV and VII. In 
eo-operation with the provincial Department of Health, Mantoux tuberculin 
testing with a follow-up chest film for positive reactors is carried out every four 
years. No audiometric testing is done at present but simple voice tests are done 


in Grades I, IV and VII. 


| Primary immunization with smallpox vaccine, Salk polio vaccine, and 
combined diphtheria and tetanus toxoids is offered,? as well as booster doses 
every four years usually of the triple antigen* or other antigens* as indicated. 
‘Smallpox re-vaccination is offered every five to seven years. 


Two school boards® have an arrangement for examination and treatment for 
all pupils in local private dentists’ offices. Thirty per cent of the cost is rebated 
by the Province through the Board of Health to these school boards. The other 
areas have no school dental programme other than general health education. 


SECONDARY SCHOOL SERVICE 


The high schools are visited by the public health nurses for one-half day 
each week. They see children only on referral by the school staff or parent. If a 
physical examination is indicated, the parents are urged to take the child to the 
family doctor. Routine vision and spoken voice screening is done in Grade X. 
‘Mantoux tuberculin tests are done annually on all new students and on those 
who will be graduating or leaving during the year. Positive reactors and their 
families are followed up at the chest clinics. Booster immunization inoculations 


_are offered as for the elementary schools. 


One of the growing components of the secondary school service is that of 
personal health counselling. Students are offered such a conference in Grade X 
_and may also request one at any time. A source of concern for the schools and 
Health Unit has been the difficulty in obtaining skilled psychiatric, psychological, 
and social counselling for children whose problems required these but who were 
not frankly ill. For the seriously ill, referral has been made to the Ontario Hos- 
pital in London or to private psychiatrists in London. There were no mental 
health and care facilities in Huron County until January 1963. A new 300-bed 


1Some have only 12 to 15 pupils. 

2See also p. 225. 

3Diphtheria toxoid, tetanus toxoid, Salk polio vaccine. 

4Salk polio vaccine, combined diphtheria and tetanus toxoids. 
SAshfield Township Public and Separate School Boards. 
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community psychiatric hospital’ has been opened outside Goderich and it iy 
intended to offer in-patient care as well as out-patient referral service and a day, 
care programme. 


GENERAL COMMENT 


Sd 


The programme is in general well-regarded by the doctors and the public 
The former receive quite a number of referrals from it. The public heal 
nursing shortage together with the numbers of small rural schools have resulted 
in the programme for these areas being fairly limited in content. The Unit stafi 
and the school authorities would like to develop an audiometric testing pro- 
gramme, extend the nurse counselling in the secondary schools, and make some 
arrangement for pre-school and other children referred but not taken to their 
family doctors for examinations. Another problem is the absence of a preventive 
dental programme in most school board areas. It is difficult to arrange corrective 
treatment for children from low-income families and families on general public 
assistance. The latter are covered for emergency extractions only. In practice, 
this involves finding service clubs willing to assist financially in obtaining care, 
or private dentists willing to give care either free or at reduced cost. 


The new Goderich Ontario Hospital should meet the mental health problems 
being found among school children. 


There are no special classes in the schools for handicapped children, though 
certain equipment is available from the provincial Department of Education. 
There is a special opportunity class at the Goderich Public School only, which is 
referred to as a “remedial reading” class. For students of limited ability o1 
performance who “transfer” from Grade VIII, “terminal” courses will be offerec 
in 1963 at Clinton. This is a central vocational school to serve all the County 
except for the Wingham area where a similar school is under construction te 
serve North Huron and a neighbouring area, Bruce County. Private schools for 
retarded children are conducted at Wingham and Goderich.2 ) 
Public Health Education 

This is largely done through personal contact. Mass media are used for 
special programmes, such as the Sabin vaccine one. Members of the staff take an 
active part in speaking to church women’s service clubs and home and school 
groups on health matters as requested. For example, in 1962 the public health 
nurses alone spoke at 36 meetings. ' 


Accident Control 


There is no specific Health Unit programme other than by the nurses noting 


problems during home visits. There is no poison control centre at any of the area 
hospitals. : 


Public Health Nursing and Home Care 


The area has no service by Victorian Order of Nurses. The Unit public 
health nurses will make an initial home visit at a doctor’s request to cancer 
patients and to elderly people. They cannot promise to do anything further. 


1Part of the Ontario Hospital system. See p. 249. 
?See also p. 258. 
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Cancer patients needing further care are referred to the local Cancer Society 
Branch who will make arrangements including financial assistance. Public health 
aurses also visit patients referred from the Regional Ontario Department of 
Public Welfare Office who are receiving Old Age Assistance, Disability Pensions, 
and Mothers’ Allowance. The visits are chiefly concerned with matters of diet, 
medical supervision, and use of old age facilities. This programme started in 
October 1962. It is felt that a home nursing programme is one of the more urgent 
needs of this rural area. At present people must make ad hoc arrangements for 
nursing care with married nurses in the area. Particularly in the towns this is 
sometimes difficult to arrange. A study is under way by the Health Unit and the 
Children’s Aid Society to try to determine the need for a home nursing service. 
The Health Unit is willing to provide bedside nursing care but cannot do so 
without further staff. The basic public health programme is hampered at present 
because of a shortage of public health nurses. 


| Homemaking service has been found to be needed under certain circum- 
stances. The small Dutch Reformed Church congregation have their own 
homemaker. Otherwise, people have to try to obtain one as best they can. At 
present, family members and neighbours can often help, but for long-term care 
this is more difficult to manage. Also, in the towns especially, there are people 
without family members who can help. In particular, for low-income and 
welfare families this is a problem. 

\ 

Mental Hospital Follow-up Work} 

) The Unit is notified formally by the After Care Department of the Ontario 
Hospital in London when people from the area are admitted to hospital and 
discharged from hospital. The public health nurses will make follow-up visits as 
requested by family doctors or, where there is no specific doctor, by the After 
‘Care Department staff members who come to the area once a month. In 1963, 
Unit public health nurses will visit patients formerly seen by public health 
nurses from the After Care Department. A programme of follow up is now being 
worked out with the new Ontario Hospital at Goderich. 


Nursing Home Inspection 

| The Unit staff inspect the six nursing homes in the area to see that they 
comply with the County licensing requirements on staff and sanitary facilities. 
They are visited annually by the Medical Officer of Health and by the sanitary 
inspectors, and quarterly by the public health nurses. The nurses also visit 
specific patients from time to time. 


| One registered home was visited. Among the problems mentioned were the 
lack of funds to assist operators with capital improvements, such as sewage 
disposal facilities or additional buildings, and for drugs for indigent and low- 
income patients. Patients on general public assistance have $4.00 per day paid for 
their care by the provincial Department of Public Welfare. This is not sufficient 
to cover drug costs.2 Cancer patients who cannot pay for drugs have these 
‘supplied by the local branch of the Canadian Cancer Society.2 Another prob- 
lem is that the homes are caring for patients who would otherwise be in the 


1See also pp. 250-251. 
2$6.50 per day was suggested as more satisfactory. 
8See p. 258. 
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hospitals and yet they are not generally recognized for payment by the Ontanitl 
Hospital Services Commission for care given. The Commission attempts to get 
people out of general hospitals once active treatment is no longer of value, but 
people are reluctant to leave because there is no insurance coverage in nursing: 
homes. It was suggested that homes should be given capital aid in reaching set 
standards and that they then should receive payment for all care by the, 
Commission at a satisfactory per diem rate. 


Several of those interviewed felt that nursing homes should be closely tied 
to the hospitals to assure proper supervision and to facilitate transfer of patients 
from one to the other. It was pointed out that several of the homes provided 
limited care only, were overcrowded, and met only the minimum licensing 
standards. Few were equipped to care for younger patients with chronic illnesses, 


Hospital Social Service 


Though no formal hospital social service is provided, the presence of the 
public health nurses in offices in four of the hospitals has led to their use to a 
limited extent by a few doctors in gathering needed information on and making 
arrangements for patients. The Unit is prepared to extend this service as nursing 
time permits. It is felt that a qualified social worker attached to the Unit could be 
of considerable help not only to the Unit but also to the area hospitals and 
doctors. | 
Liaison with Other Community Health Services | 


The Medical Officer of Health is an advisory member of the Board of the 
Huron County Tuberculosis Association. There are good relations with the 
service clubs,! the Children’s Aid Society,? and the local welfare authorities. 
Home nursing visits are made on behalf of or with the district nurse of the 
Ontario Society for Crippled Children, London.* Visits are also made at the 
request of the Ontario Rehabilitation Foundation for the Disabled® who have 
clinic services in London. The Ontario Cancer Treatment and Research Founda- 
tion holds follow-up clinics at the Wingham Hospital twice a month. The Health 
Unit is not directly involved in the clinic, but it is involved in visiting patients 
at home on request of the family doctor. | 


The Medical Officer of Health is a member of the County Medical 
Association® and of the Goderich hospital staff. Relations are cordial with the 
practising doctors. Most of the doctors actively support and use the Unit’s 
services for their patients. On the other hand, some have limited relations only. 


PHYSICIANS 


General 


There are 33 active civilian physicians living in Huron County.’ There are 
four small groups or partnerships but the predominant pattern is of solo private 


1See p. 261. 


2See p. 256. The Public Health Nursing Supervisor is an Associate Member of the Board of the 
Children’s Aid Society. 


8See pp. 251-252. 

4See p. 259 

*See p. 259. 

SA past president and secretary during the last four years. { 


7As of November 1962, ten in Goderich, of whom seven are in private practice; four in Clinton; 
six in Wingham; four in Exeter; five in Seaforth; five in smaller communities. 
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practice. Two doctors are certificated Royal College specialists who have com- 
bined general surgery—general practice patterns of work.! A third certificated 
general surgeon set up a purely specialist practice in 1962 in Goderich. A fourth 
certificated general surgeon practises as a radiologist with a small general 
practice.” Three are semi-retired and one of these serves as physician to The 
iCounty Home, Huronview. One, the Medical Officer of Health, is in full-time 
public health work. There are also five active doctors from communities in 
neighbouring counties who have large practices and who are staff members of 
hospitals in Huron County. There is an active County Medical Association. 


The Royal Canadian Air Force stations have their own medical services 
provided by five physicians. They rarely use the local medical or hospital 
facilities for those under their supervision. 


Quite a number of the general practitioners do some general surgery. 
‘Almost all do minor surgery and obstetrics. Referral of tuberculosis cases is to 
the Beck Memorial Sanatorium in London, whose diagnostic and follow-up clinic 
services have been described previously. Mental illness referrals for diagnosis 
and treatment have been to London, either to private psychiatrists or to the 
Ontario Hospital. With the opening of a new Ontario Hospital at Goderich it is to 
‘be expected that much if not most of the referrals will shift to it, except for 
‘communities in the south of the County. 


| Most major surgical and other specialist referrals are to London. Some are 
with specialists in Stratford and Toronto. Cancer surgery and radiotherapy is 
| done either at the Princess Margaret Hospital in Toronto or at the Victoria 
| Hospital in London. The Ontario Cancer Research and Treatment Foundation 
operates the former hospital and supports a diagnostic and radiotherapy unit in 
London. A staff member from the latter conducts cancer case follow-up clinics in 
_ Wingham twice a month. 


Once a week a radiologist from London comes to the hospital in Wingham to 

do diagnostic radiological procedures. All fracture and other films are sent to 
_ London for interpretation. In Goderich, X-ray work and interpretation is done 
by the radiologist in practice in the town. At the three other hospitals, 
radiological diagnostic procedures are done by contract with a travelling 
radiologist; other films are sent to radiologists in Stratford and London for 
interpretation. Occasionally, specialist surgeons or gynaecologists from London 
_ will come to a local hospital on invitation, but as a rule most work of this kind is 
done by local doctors or the patient is referred to London or elsewhere. None of 
the voluntary health agencies supports diagnostic clinics except for the referred 


chest clinics previously described* in the County. 


Comments 


| The area has a good supply of general practitioners, chiefly in solo private 
_ practice. The desire of most communities, even small ones, is to have their own 
local doctor. On the other hand there are a few groups and partnerships, none of 
_more than three doctors, which try to serve wider areas than merely one town. 


1One in Goderich and one in Clinton. 
2In Goderich. 
3See p. 224. 


| 
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Co-operation among the doctors appeared to vary from place to place as well as 
on an individual basis. Knowledgeable laymen who were interviewed sometimes 
remarked on the good relations among their area doctors. On other occasions the | 
limited degree of co-operation was indicated as a problem, especially for a local 
hospital. In general, the doctors are staff members only of the nearest local 
hospital. In all five communities with hospitals, the doctors regarded the hospital 
with as strong parochial feelings as did the local people. It is felt that many 
would be reluctant to see the general nature of their own particular hospital 
restricted to that of a satellite hospital to a base hospital in Goderich, Wingham 


| 
or Clinton. 


/ 

The relatively few certificated specialists, except surgeons, are a feature of 

the area. Though much work is referred to outside centres, some work is done 
which in larger communities would be restricted to those with special training 
and qualifications. Moreover, in certain emergencies a problem is presented’ 
because patients are too ill to be sent to London or Stratford. Yet this must be 
done or the local doctor must handle it. Most of the doctors would welcome 
specialist colleagues, especially in fields such as radiology and pathology. Some 
would welcome specialists in fields such as general surgery, obstetrics and. 
gynaecology, paediatrics, ear, nose and throat, ophthalmology, and internal 
medicine, provided that the newcomers did little or no general practice. A few 
might be somewhat reluctant to have such specialists come to the area since this 
could mean some limitation on the extent of work now being done by them. 
Under present patterns in the area it is not easy for a specialist to restrict himself | 
to specialist work alone, except possibly in the supportive fields of radiology and 
pathology. It will be interesting to observe how well the recently arrived 
surgeon, intending to do purely specialist practice, succeeds in his intention.! A’ 
number of the laymen interviewed would like to have basic specialist services 
more readily available, based in the largest town and hospital centre, Goderich. 
The towns close to London and Stratford would still prefer to use the specialist 
services of these communities. | 


Relations with the Health Unit in general are good. Some of the doctors use 
its services extensively and also assist part time in the clinics. Others have 
limited relations. Relations with the Beck Memorial Sanatorium in London are 
good. Some concern was expressed over the limited communication and 
reporting on patients admitted to and discharged from the Ontario Hospital in 
London. Reporting from the psychiatric section of the Victoria Hospital is good. — 


Among the problems in London noted by doctors is the difficulty in making 
home nursing arrangements since only the limited Health Unit programme is 
available on a formal basis. Dressings, and irrigating colostomies, etc., present a 
particular problem. Closely related is the question of obtaining homemaker 
service for the lower income and indigent groups. For wealthier groups some ad 
hoc arrangement can usually be made. 


Alternative forms of accommodation for the chronically ill other than the 
general hospital are needed since only a proportion require the services of a 
hospital. At present, payment for accommodation under the Ontario Hospital 
Services Commission does not include nursing homes, though the provincial 
Department of Public Welfare makes payments towards the care of indigent 


See pp. 238-239. 
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‘patients in registered nursing homes. This amount is low and standards of care 
fare hard to maintain. Therefore, the doctors prefer to keep people in hospital as 
do the families of the patients. There are no facilities designed for younger people 
with chronic conditions who do not need general hospital care. Except for a 
\full-time physiotherapist at the Wingham Hospital there are no special convales- 


cent and rehabilitation facilities in the County. The Stratford Hospital has a 
‘Physiotherapy Department to which patients may be referred. 


The only facility for the semi-senile and semi-ill is the County Home for the 
Aged. The incentive for the County is to keep them there, though it was not 
really designed for people who need nursing care, because the Province pays 
‘more towards their care than in a nursing home. 


: Also frequently mentioned was the lack of mental health consultation and 
treatment services. Presumably the new Ontario Hospital in Goderich will meet 
‘the problem. 


DENTISTS 


There are eight active dentists in Huron County.! None are dental specialists. 
|The area has had difficulty in obtaining sufficient dentists, even to replace those 
| who retire or die. Though some people go outside the area for dental care, the 
} existing dentists have heavy work loads. Waiting lists are long and some dentists 
‘will give emergency care only to people who come to them from outside their 
own town and its immediate environs. Under these circumstances, it is difficult to 
‘maintain practice standards. It is difficult to obtain care for low-income families. 
'A preventive dental programme by the Health Unit has been hindered since 
there would be little point in finding children in need of care unless sufficient 
treatment facilities are available. The Health Unit has been actively co-operat- 
‘ing with the provincial dental organizations and the University of Toronto 
Faculty of Dentistry in an endeavour to ameliorate the situation.? Most people 
interviewed regarded the shortage of dentists as one of the more serious health 


| problems in the area. 


OTHER PROFESSIONAL AND TECHNICAL PERSONNEL 


Registered nurses and registered laboratory and X-ray technologists are in 
tight supply. Qualified dietitians, physiotherapists, occupational therapists, medi- 
cal record librarians, and social workers are either scarce or unobtainable. If it 
were not for married women with training in some of these fields, the situation 


would be even more acute. 


HOSPITALS 


There are five lay-owned public general hospitals in Huron County, the 
_ Alexandra Marine and General Hospital in Goderich, the Wingham and District 
- Hospital, the Clinton Public Hospital, the South Huron Hospital in Exeter, and 
| 


_ the Scott Memorial Hospital in Seaforth. 


1As of January 1963, Goderich - 3, Exeter - 2, Wingham - 2, Clinton - ile 


| 2A dentist for Seaforth has been obtained in this way but as of January 1963 he had not yet 
' arrived. Some difficulty was being experienced on finding suitable living accommodation in the 


town. 


| 
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Alexandra Marine and General Hospital, Goderich 


The hospital has a rated bed capacity of 95 beds and 22 bassinets. 

The average occupancy rate in 1962 was 78 per cent. The Hospital Board is) 
composed of 18 members.” The hospital administrator has completed the hospital 
administration course provided by the Canadian Hospital Association. The 
non-medical full-time staff number 111 and are divided as follows: 


/ 
| 
: 


| 
registered Nurses at. abr ta pronemar toa conan 26 ) 
registered Nursins assistallis «1. ce. ce et et me eet 18 | 
other auxiliary nursing personnel .................00- 20 
trained: QIGtlans ne ute cect tgs cle als ene ee aa ee 1 
registered. X-ray, technicians’. 0... «s « for. ce oer i 
non-registered laboratory technicians ................ 1 
OUNCES oe eC cge cians th gti otk ace cee eee 44 | 


The nursing situation is tight at times but sufficient nurses have been 
obtainable. There are about 35 married registered nurses in the town whose 
services are used as available. Some nurses from the United Kingdom are also on) 
staff though they tend to stay only a year or so before moving to another: 
community. 


The medical staff includes the eight practising physicians in Goderich, one of| 
whom is a certificated surgeon practising as a radiologist and two of whom are 
certificated and practising surgeons. The Medical Officer of Health is a member 
of the staff and is on the Infections Committee. Relations between the Health! 
Unit and the hospital administration are close and frequent. As well, the Unit is 
invited to check on food handling and general sanitation in the kitchen and) 
cafeteria. The public health nurses conduct prenatal classes at the hospital and 
visit maternity patients. The medical staff meets as a body monthly and there are 
as well several formal staff committees. These latter meet only infrequently 
when problems arise. There is no official chief of staff. The hospital is an open) 
one and the Board have found the doctors to be reluctant to have medical staff 
by-laws too tightly enforced. On the other hand, it has been possible to establish 
general standing orders and a non-medical personnel policy. | 

The older section of the hospital was built in 1906 and contains the 
administrative offices, the chronic care beds, and nine private rooms. A well- 
equipped new section was completed in 1958 and contains the operating room, 
X-ray, laboratory, kitchen, and other service facilities as well as the remaining 
beds and the nursery. All pathological specimens are sent to the pathologist in 
Stratford. Because there is no supervising pathologist, the hospital laboratory 
only performs more straightforward procedures.® More complex laboratory tests 
are done at an associate laboratory of the Ontario Department of Health in 
Stratford, operated by this pathologist. Blood transfusion supplies are arranged 


| 
4As of 1962—69 general beds, 24 chronic beds, 2 psychiatric beds. On the average, 95 beds were 
set up in 1962. 


“Nine representing: the County—1, Goderich—1, Township of Colborne—1, Township of | 
Goderich—1, Township of West Wawanosh—1, Women’s Hospital Auxiliary—1, Goderich Graduate, 
Nurses—1 Goderich Medical Association—2; and nine other members, three elected each year for 
a three-year term. / 

3As at the end of 1962. 4 

‘Maintenance, clerical, kitchen, orderly staff. 


5Some biochemistry, bacteriology, and limited histology. 
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through an area Red Cross office in London. Only short-term psychiatric cases 
are admitted to the psychiatric beds. The X-ray facilities are modern and are 
‘supervised by the staff radiologist. The hospital would like to obtain the services 
of a part-time physiotherapist and establish a formal medical record system. 
| They feel they cannot maintain the services of a trained medical record librarian 
‘but could use a lesser trained person if qualified supervision were available. 


| The Hospital Board and staff wish to replace the older section as soon as 
possible and have already obtained about $60,000.00 in gifts and from money 
obtained for care of semi-private and private patients. It is estimated that the 
new building will cost about $320,000.00 and that grants will be available of 
$2,000.00 from each of the federal and provincial governments, and of $2,000.00 
from the County and town councils combined. It is hoped to include not only 40 
‘beds in the proposed section but also to have space for more specialized 
equipment required by potential specialist doctors. The possible inclusion of 
space for the Health Unit has also been proposed if further funds are obtained. 
The remainder of the capital funds for the building and for any special 
| equipment will have to come from the local area through private and service 
club donations and from depreciation allowances on old equipment from the 
Ontario Hospital Services Commission. 


The Hospital Board and Administrator would like to see closer operating 
relation with the other County hospitals and the eventual development of the 
hospital as an area base hospital with more specialized staff and equipment. At 
present the hospital is looked on as simply a local area one. 


One of the immediate problems faced is that of chronically ill but 
semi-ambulant elderly people for whom general hospital care is no longer 
necessary. The absence of homemaking and of full visiting nursing services 
makes it difficult for them to go home. The County Home, Huronview, is designed 
to help well older people. Moreover, people are insured for in-hospital care but 
not for alternative forms of care and therefore are reluctant to leave the hospital. 


The administrator feels an in-service staff training programme is needed to 

help keep staff up to date and to train ancillary personnel. As well some 

arrangement for sending staff nurses on special post-graduate courses would be 

helpful. Eventually the hope is to have the hospital meet the standards of the 
Canadian Council on Hospital Accreditation. 


Relations with the community are good. The St. John Ambulance Associa- 
tion uses its facilities for first aid and home nursing classes. 


Wingham and District Hospital 


The hospital has a rated bed capacity of 93 beds and 10 bassinets.t On the 
average in 1962, there were 63 general beds, 67 chronic care beds, and 12 
bassinets set up.? The average occupancy rate in 1962 was about 98 per cent.? The 


1As of 1962: medical and surgical—25, obstetrical—10, paediatric—6, psychiatric—2, isolation—2, 
chronic—48, and bassinets—10. 

2As reported in the 1962 Canadian Hospital Directory. The hospital feels these figures to be 
somewhat high. 

3Up to 130 per cent in some sections, such as the chronic and medical surgical ones. 
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Hospital Board is composed of 15 members.! The hospital has a nurse- | 
administrator. The non-medical full-time staff members number 140 and are 
divided as follows:? 

| 


registered, nurses: .4.cnk: Get eae ee ee 19 
graduate nurses (non-registered) ¢......%.. 2. 0004 «ee. 3 
registered Nursing assistants 4. fom we a ee ae eee 40 
non-registered nursing sacsistants... eu eee 4 | 
non-registered MuUrsing sorderlies «1. ou... ct ache ceed 4 | 
DR YSLOCNCCADISLSS eke cera, Bc serosa at, eee ee 1 
medical record Ibiarianen. 22 1m Ashow: ads sal ee 1 | 
registered. x =ray. TeChnictanss.. a .14 vec cuba ores eae eee il 
non-registered X-ray technicians .................0e. il 
non-registered laboratory technicians ................ 2 | 
OUNETSS. lac, Wsrsile Aupocdni Lobt Gh tsi de eee eae eee 64 | 


Registered nurses are in short supply and were it not for married nurses in 
the area and the extensive use of registered nursing assistants, other nursing 
aides, and orderlies, there would be serious staffing problems. Both laboratory 
and X-ray technicians who are registered are almost unobtainable. The hospital 
uses chiefly technicians trained in the area but without formal registration, 
though one X-ray technician is registered. 


The hospital is an open one. The medical staff numbers 10 and includes 
all doctors in Wingham and those from neighbouring communities in Huron and : 
Bruce counties. The medical staff meets as a body once a month. There are 
several staff committees which meet on an ad hoc basis when problems arise. 
There is a formal chief of staff. The Medical Officer of Health is not a formal 
member of the hospital staff but relations with the Unit are good. There is a | 
public health nursing office in the hospital. The public health nurse conducts | 
prenatal classes there and visits maternity patients. Food handling and general 
sanitation in the kitchen are now handled by the hospital laboratory technician. 


joined by a modern section opened in 1946 and now contains the operating room, 

X-ray, laboratory, administrative and other facilities, as well as the active care 

beds. The chronic care beds are in a wing constructed in 1955-56. All” 
pathological specimens (tissues) are sent to the pathologist in Stratford, who is 

also the supervising specialist of the Wingham Hospital laboratory. Simple | 
bacteriological and clinical laboratory examinations are performed. More ad- 
vanced laboratory tests are sent to the laboratory in the Stratford General 
Hospital which is also an associate laboratory of the Ontario Department of 
Health and which is under the direction of the pathologist. Fracture and other | 
standard X-ray work is done by the technicians and hospital staff doctors. Films — 
are sent to a radiologist in London for confirmatory interpretation. Once a week a 
radiologist comes from London to carry out special diagnostic procedures, such as 
barium meals and enemas, etc. Major surgical and highly specialized procedures, © 


, 
| 
The hospital was originally opened in 1906 in a house. This building was | 
| 


1Eleven representing: the County—1, 1 each from nine local municipalities, and the medical | 
staff—l. Four elected members, two each year for a two-year term. 


2As of end of 1962. 
8As of January 1963. 


‘Kitchen, laundry, clerical, housekeeping, maintenance and administrative personnel. 
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such as eye surgery, are referred to London. A cancer follow-up clinic is held 
twice a month in the hospital by the Ontario Cancer Research and Treatment 
Foundation staff in London. Appointments are made through the clinic. Approxi- 
mately 40 people attend each clinic. Blood transfusion supplies are arranged 
through an area Red Cross office in London and regular donor clinics are held in 
Wingham. 


The hospital has a provincially recognized course for registered nursing 
assistants. The course is ten months in length and there is room for 30 students in 
each year’s course. The places are usually filled. 


Aside from staffing questions, one of the problems mentioned is that of 
‘obtaining specialist medical care in serious emergencies. If the patient can be 
transported to London, this is done, since there are two ambulance services in 
‘Wingham. However, this cannot always be done and either the local doctors must 
try to cope with the situation or endeavour to get a specialist to come from 
‘London or Kitchener. More readily available specialist services were considered 
to be needed, especially for such situations. 


Another problem is the care of older people who require more care than the 
‘County Home, Huronview, can provide but who do not need general hospital 
care. There is a lack of home care and alternative institutional facilities. A 
nearby private nursing home provides only limited registered nursing supervi- 
sion and moreover usually is filled. 


| The nurse-administrator feels that the hospital’s greatest need is for more 
| beds and space. 


Scott Memorial Hospital, Seaforth 


The hospital has a rated bed capacity of 33 beds and 7 bassinets.! In June 
1962 there were 48 general beds set up, including 8 chronic care beds. The 
_ average occupancy rate in 1962 was 96 per cent.* The Hospital Board is composed 
of 16 members.? The hospital has a nurse-administrator. The non-medical 
full-time staff numbers 38 and includes the following:* 


PEGISECT CO wNUITSCS 65 iene na optie ws minis ins ciieltee >, oie Daubanreentiy ae: 10 
graduate nurses (non-registered) .....-++++++serccee 2 
registered nursing assistants .......++++seeetererce H) 
| other auxiliary nursing personnel .......---+++++++0 3 
non-registered X-ray technicians .....-.--++++++e+00> 2 
GEE Se ncn hue in ok'd «ue a tein Meets WEP EL 6 BERS 16 
! 
‘As of 1962. 


2Occupancy rates were: 
Medical and Surgical 16.5 per cent (includes chronic), 
Obstetrics 45.4 per cent, 
Newborn 43.2 per cent, 
Paediatric 59.7 per cent. 
sKight elected at annual meeting of the hospital association :— 
1 appointed by medical staff, 
5 appointed by area municipal council, 
1 appointed by the county and 
1 secretary-treasurer. 
4As of end of 1962. Part-time personnel are also hea 
5Kitechen, laundry, housekeeping, maintenance, and administrative personnel. 


vily used when needed and available. 


¥ 
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| 
| 


Almost all of the nurses are married and provide a varying amount of time ) 
each week. The situation would otherwise be serious. Auxiliary nursing person-| 
nel are widely used. Registered technicians are almost unobtainable and locally | 
trained but unregistered personnel must be largely used. | 
\ 


The hospital is an open one and the medical staff numbers five. It includes 
all doctors in Seaforth and those from neighbouring communities. The medical | 
staff meet informally about once a month. There are no committees otherwise. 
There is no formal chief of staff. The doctors are reluctant to establish more’ 
formal self-control measures since they feel themselves to be equals. The} 
administration has not been able to establish a fully operative medical record | 
system. The Medical Officer of Health is not a formal member of the medical staff 
but relations with the Unit are good. There is a public health nursing office in 
the hospital. The nurse conducts prenatal classes as demand warrants and visits! 
maternity patients. The Unit has been requested periodically to check on food 
handling and general sanitation in the kitchen. 


) 


The hospital is housed partly in an old house donated in 1929 and partly ina 
wing built in 1947. Both buildings are quite unsuitable for their present use and | 
present fire hazards as well. A 48-bed hospital is in the final planning stages and 
will replace the entire existing structure. It is estimated that it will cost 
$662,000.00 for the building alone. Of this it is hoped to obtain about $331,000.00 
in federal and provincial grants and approximately $96,000.00 from the County | 
Council. The remaining $235,000.00 or so and the cost of equipment will have to. 
come from a local campaign! and other similar private sources. The County has. 
to date refused to contribute any amount in excess of $2,000.00 per bed. Also, | 
though two-thirds of the patients are from outside the town of Seaforth, the. 
surrounding townships give no direct financial assistance to the hospital. Some | 
major surgery is done though facilities are limited. Most major work is referraay 
to Stratford and London. 


All pathological specimens are sent to the pathologist in Stratford, about 25 
miles distant. There is no supervising pathologist, laboratory facilities are 
meagre and deal principally with urine specimens. Other clinical laboratory 
specimens are forwarded to an associate laboratory of the Ontario Department of | 
Health in Stratford. The X-ray equipment is fairly old and only routine fracture | | 
and chest work is done. These are sent to London for confirmatory interpretation. 
A radiologist from London comes one-half day a week for gastric services, etc. | 
Other radiological diagnoses are done in Stratford and London. The hospital | 
would like to have a part-time physiotherapist in the new hospital. At present, 
patients must go to Stratford. Blood transfusion service is provided by the Red 
Cross through an office in London. 


Among the problems mentioned, other than the building and staffing ones, | 
was that of the care of elderly people who require some care but not general 
hospital care. The County Home is not designed for those needing much nursing 
supervision. The two private local nursing homes are crowded and have limited. 
registered nursing supervision. Long-term homemaking services and visiting 
nursing services are unavailable. 


1A building campaign had received pledges of $100,000.00 as of February 1963. 
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‘Clinton Public Hospital* 


The hospital has a rated bed capacity of 40 beds and 12 bassinets.2 The 1962 
average numbers of beds set up were 51 general beds and 15 bassinets.? The 
“average occupancy rate in 1962 was 94 per cent.* The Hospital Board is composed 
‘of 12 members.® The hospital has a nurse-superintendent. The non-medical 
‘full-time staff numbers 55 and includes the following: ; 


Full-time Part-time 


| registered nurses, 22. 200). . 984 as a Lae 15 2 
graduate nurses (not registered) ........ 5 3 
Praduatemursing assistants: Vis. 20. FM 6 1 

iices tacsistants Ci APA NS. 3 1 

non-registered X-ray technicians ..... a 1 

| non-registered laboratory technicians ..... 1 
CATAL IES | ANS RW A Rg is a ee oaths 24 


As in the case of the three hospitals visited, the Clinton Hospital depends 
heavily on married nurses in the area and on auxiliary nursing personnel. 
Registered technicians and other skilled personnel are likewise almost unobtain- 

able. 


The hospital originated in a private house donated in 1908. Subsequently 
there have been extensive structural additions and renovations. A new wing to 
‘house additional service facilities and 20 beds is presently under construction.® 
' Considerable major surgery is carried out, though some work is referred both 
to Stratford and London. The hospital has good operating room, X-ray, and small 
laboratory facilities. 


| The hospital is an open one. The medical staff numbers six. All doctors in 
the town and in neighbouring communities are members. The medical staff 

meets as a body once a year. There are no active committees otherwise and no 
formal chief of staff. The Medical Officer of Health is not a formal member of the 
medical staff but relations with the Health Unit are good. There is a public 
health nursing office in the hospital. The nurse conducts prenatal classes there 
and visits maternity patients. The Unit has been requested on occasion to check 
on food handling and general sanitation in the kitchen. 


All pathological specimens are sent to the pathologist in Stratford. Because 
there is no supervising pathologist, the hospital laboratory does only straightfor- 
- ward laboratory procedures and sends the remainder to an associate laboratory 


INot visited by the authors. Data obtained through the Medical Officer of Health’s assistance, 
and that of the hospital. 

2As of 1962, medical and surgical—28, obstetric—8, newborn—12, paediatric—4. 

3As in the 1962 Canadian Hospital Directory. 

4Medical and surgical—108 per cent, obstetric—69 per cent, newborn—43 per ¢ 
per cent. 

5Six elected annually, 1 appointed by the County, rw) 
appointed by the medical staff, and the president of the Women’s Auxiliary. 
6As of end of 1962. Part-time nursing and other personnel are extensively used. For example, 
two registered nurses, three graduate nurses, one registered nursing assistant, and one nurses’ 
assistant. 

7Kitchen, housekeeping, laundry, 


ent, paediatric—51 


2 appointed by the Clinton Council, 2 


maintenance, and administrative personnel. 


8Estimated capital cost about $300,000.00 of which federal and provincial grants are to cover 
about $129,000.00, a County Council grant of $40,000.00, and local campaign and gift sources 
approximately $130,000.00. A campaign was in progress at the time of this study. 
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of the Ontario Department of Health in Stratford. Routine X-ray work is done 
and all films are sent to a radiologist in London for confirmatory interpretation. 
A radiologist from London visits once a week to carry out more complex 
diagnostic procedures. Cases needing physiotherapy are referred to London. 
Blood transfusion service is provided through the London blood bank of the Red 


Cross. 


The Board feels that the medical staff is not sufficiently organized to assist in 
dealing with the problem of prolonged use of active type beds by chronic 
patients. They hope that medical staff will be better organized after construction 
is completed. They wish to pass by-laws that will regulate such functions as | 
admission and discharge, and tissue work, etc. 


For its part, the hospital has discovered in its fund-raising efforts that it has | 
rather weak communications with the public. Public relations efforts are to be 
strengthened, though these are essentially directed to fund raising. | 


South Huron Hospital, Exeter’ | 


The hospital has a rated bed capacity of 52 beds and 14 bassinets.? The 1962 _ 
average of beds set up were 48 general beds, 8 chronic beds, and 14 bassinets.’ 
The average occupancy rate in 1962 was 64 per cent.4 The Hospital Board is 
composed of 20 members.® The hospital has a nurse-administrator. The non- 
medical, full-time staff numbers 56 and includes the following:® 


registered Nurses pon... a peace: oe se ets aeeeenee i F334 | 
graduate nurses (not registered) ....... Seat achiites aoe 1 | 
recisteredmMuULrsin gS assistantsin ames eee men eke. Gi eee 5 
other auxiliary nursing personnels) givers seein ee, oe 15 
non-registered X-ray technicians ................+6- 3 
others? 10) 1G ws ARTs Po ee. ee ee 2 ate te 1622 


As in the case of the three hospitals visited, the hospital in Exeter depends 
heavily on married nurses in the area and on auxiliary nursing personnel. In 
1963, the hospital started a provincially approved course of ten months for | 
registered nursing assistants.? Registered technicians and other skilled personnel - 
are likewise almost unobtainable. 


1Not visited by the authors. Data obtained through the Medical Officer of Health’s assistance - 
and that of the hospital. 


2As of 1962. 
31962 Canadian Hospital Directory. 


4Occupancy rates were: Medical and Surgical—76.7 per cent, Paediatric—40.2 per cent, 
Obstetric—57.1 per cent, Chronic—99.6 per cent, Newborn—37.8 per cent. 


5Sixteen members elected at the Annual Meeting of the Hospital Association, 1 member | 
appointed by the County Council, 1 member appointed by the medical staff, and 2 members 
appointed by the Women’s Auxiliary. 


®As of February 1963. Part-time staff are used as available and needed. 


Including nurse-administrator, her assistant and director of registered nursing assistant’s 
course. 
( 


8Kitchen, housekeeping, laundry, maintenance and administrative personnel. f 


®*Two courses a year of six months each were given previously for non-certified nursing — 
assistants. 
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The hospital was built in 1953 and a new wing housing 16 beds was added in 


| 1961.1 The Royal Canadian Air Force station dependents from Centralia are also 


served by it. Because of its proximity to London, the original Board intended it 
to serve as a sort of “satellite” hospital to the teaching hospitals in the City. 


| Little or no major surgery is done in the hospital but cases are referred to 
| London. The hospital has good X-ray facilities, operating room and small 
laboratory facilities. Laboratory work is limited to urinalyses performed by 
| nurses. 


The hospital is an open one and the medical staff numbers 10. All doctors in 
the town and in neighbouring communities are members. The number also 


‘includes three non-resident physicians who use the hospital only occasionally. 


The medical staff meets as a body once a year. There are no active staff 
committees otherwise and no formal chief of staff. The Medical Officer of Health 


_is not a formal medical staff member. Relations are limited with the Health Unit 
put there is the necessary co-operation for prenatal classes, chest clinics, and the 


visiting of maternity cases. There is a public health nursing office in the hospital. 


All pathological, bacteriological, and blood specimens are sent to the 


| laboratory of the Stratford General Hospital. Routine X-ray work is done but all 
films are sent to London for confirmatory interpretation. A radiologist from 


London visits for one-half day twice a month to carry out diagnostic procedures 
such as gastric series, barium enemas, etc. More complex diagnostic procedures 


are done in London. Cases requiring physiotherapy are referred to London. 
Blood transfusion service is provided through the London blood bank of the 
_ Red Cross. 


One problem faced by the hospital is how to free active hospital beds that 


are being used by chronic patients. To date no committee for admissions and 
discharges has been organized by the medical staff. Another unmet problem is 
that a laboratory technician is needed at least part time by the hospital. 


Ontario Hospital, Goderich 

In mid-January 1963, a 300-bed mental hospital was opened just outside 
Goderich. It is the first of a new type of small, community-type hospital and will 
provide services for out-patients as well as in-patients. The staff are employed by 
the Mental Hospitals Branch of the Ontario Department of Health. It is expected 
that they will work closely with the area doctors, hospitals, and the Health Unit. 


General Comments 

The five general hospital administrators meet several times a year to discuss 
matters of common interest. However, efforts to bring about closer co-ordination 
of activity on a regional basis around the Goderich Hospital have to date been 
unsuccessful. The other hospitals are jealous of their autonomy. The doctors are 
reluctant to see their present practice patterns limited. The local people are 
proud of having their own hospital. Thus, parochial feelings of various kinds 
have largely resulted in independent efforts by the five boards and their doctors 
to build additions and to add further equipment and facilities. 


1Capital cost was about $160,000.00, of which federal and provincial grants covered about 
$70,000.00, a County grant of about $32,000.00, and local campaign and gift sources about $58,000.00. 


¥ 
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However, in 1961, a committee representing the hospitals presented a 


proposal to the County Council for a 10-year programme of hospital financing — 
which set forth their needs for expansion as seen by the individual hospitals, the | 


estimated amounts of money which could be obtained from government grants, 
and the amounts of money which would be needed from local government 
sources and local fund drives.! It was suggested that the County Council was the 


best source for local government funds since at present the hospitals, though — 


used by all the people in the area, largely get capital aid from the towns in which 
they exist and little from neighbouring townships. The proposed one mill County 
tax increase for this purpose has not as yet been accepted by Council. Some 
members feel this should be entirely the responsibility of higher levels of 


government. A minority of the hospital administrators and Boards have indicated — 


interest in the benefits that might accrue from new community-based services, 
such as an organized bedside nursing and homemakers programme, and a 
professionally directed welfare unit to administer a comprehensive welfare 
programme in the County. 


AFTER-CARE DEPARTMENT OF THE ONTARIO HOSPITAL, LONDON 


The After-care Department, through the assistance of a national health 
grant, has been trying to follow up all patients discharged from the hospital on a 
regular basis in an effort to prevent serious relapses. Originally the staff of a 
psychiatric social worker and a public health nurse with mental health training 
visited all discharged patients themselves. Now that the programme has been 
developed they are trying to withdraw from direct service and to fulfil a 
consultative function to the various community services, such as the Health Unit, 
the local welfare officers, the special placement officers of the National Employ- 
ment Service, the Children’s Aid Society, the schools, and the clergy, etc. The 
family doctor, where there is one, is notified when a patient is discharged 
provided that there is patient agreement for this.2 The Health Unit is notified of 
all admissions from the area and is informally told of discharges.* They feel there 
is a definite role for public health nurses, who have been given a specialized 
course, to work in the mental health field on patient follow up following dis- 
charge and on minor mental health problems where hospitalization is not re- 
quired. Thus, most of the field work is done by existing community services and 
the special after-care team spend their time with problem cases where a short 
time back at hospital may be indicated, with special investigation work, and 
with the consultative activities. In areas where there are not well-developed 
public health and other services, they continue to provide the direct patient 
service. 


It was suggested that a travelling diagnostic service would not really meet 
the need of local communities because of the limitations on its availability and 
because no treatment could be given. Rather, psychiatric and social work 
services should be available all the time in an area. It was suggested that they 
be related both to the nearest Ontario Hospital and to the area Health Unit. This 


1Local canvasses and donations would be needed for furnishings and equipment. 
Some patients do not wish to return to a doctor who certified them for hospital admission. 


*The practice varies from Ontario Hospital to Ontario Hospital at present. Some notify the 
Health Departments and Health Units; others do not. 
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last relationship would tie the clinic services more closely to the other communi- 
ty health services as well as to the large treatment hospital. In gddition, a 
psychiatric section for short-term treatment was suggested for a central base- 
type hospital in each area. 


One of their most difficult problems is with senile and semi-senile patients. 
The Ontario Hospitals are not the ideal place for their care but often there is no 
‘suitable alternative arrangement. The Huron County Home, Huronview, has a 
section for such patients provided that they do not require extensive nursing care 
and are not too difficult to manage. There is a close relationship between 
‘Huronview and the Ontario Hospital which permits ready transfer of patients 
back and forth as required. Relations with the hospitals are limited since the 
latter are not presently staffed or equipped to handle even short-term problems. 


| The teams serve some counties which unlike Huron have no full-time public 
health programme. In these counties, they find many problems in establishing a 
‘satisfactory local programme because of the absence of a county-wide organiza- 
‘tion with which to deal and the absence of public health nurses to do patient 
visiting. They also find that their relations with other organizations are less 
satisfactory where there is no health unit to act as an area clearing house. 


The view was expressed that local communities and services could only 
become properly involved in mental health and mental care work if full-time 
public health services on an area basis were mandatory. Then definite policies 
could be established and precise financial arrangements developed for local 
_ areas. 


OFFICIAL WELFARE PROGRAMMES 


Regional Office, Ontario Department of Public Welfare’ 


The district office in Wingham serves the three counties of Bruce, Huron, and 
Perth. The functions of the office are to handle applications and any local 
| problems on the categorical allowances provided jointly by the Dominion and the 
_ Province,? and by the Province alone.* In carrying out these duties, the people 
and families concerned are counselled as well as assisted financially. Through an 
_ agreement with the Health Unit, referrals are made of the names of recipients of 
| allowances who wish a public health nursing visit. This has worked well and 
_ provided contact with people who otherwise are difficult to contact. Efforts are 
’ also made to find home help for those who are not eligible for official allowances. 
_ The office also generally supervises the administration of general welfare 
assistance by the area municipalities. The staff also supervise the accounts of 
indigents whose care they subsidize in licensed nursing homes. The case load is 
heavy‘ and only limited case work is possible. 


INot visited by the authors. Data obtained through the assistance of the Medical Officer of 
- Health and the Regional Welfare Supervisor. 

2Old Age Assistance, Disabled Persons’ Allowance, and Blind Persons’ Allowance. 

3Mothers’ and Dependent Children’s Allowance. 

4In the three counties served, this office has an active case load of 1,600, Huron County would 
' contribute approximately 500 to 550 of these cases as follows: 


Approximately 
PAN BRAIN RIACE irc on c 4 os'es ain iar ns mom Se wE! Hon enn ta Solel Se sae See Te a 
Pissed) Persons, AlOWaANCe: .i.i.< scorer sae os neem ems mine Teese Ue 20 
RI ATINC TOU ANTIOWANCE) onlica. op ctuce ee er see ese a aie gl aes = 


Blind Persons’ Allowance ...-.------+-:: Reh RR een omer Tene Cater ae 
The turnover in the County would be approxima 


| 
| 
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; 


The health-related problems faced by the staff are most common among the | 
older age group of 65 years and over. These include lack of adequate medical and 
dental care and poor dietary habits. Untidy and dirty living premises are not | 
uncommon, though these are rarely sufficiently bad to be an outright threat to 


health. 


Local Municipal Welfare Services? 


The municipal clerk-treasurers frequently serve as the local municipal 
welfare administrators. They administer the statutory provisions of the General 
Welfare Assistance Act which provide for financial assistance to all those who 
qualify under the means test and who are not eligible under other federal-pro- | 
vincial programmes. Most municipalities now give some supplementary assist- 
ance to needy people on a shared basis with the Province.? Goderich provides 
a somewhat more extensive financial supplementary programme than do some 
of the other municipalities, and is thus able to keep at a minimum the number 
of nursing home cases, admissions to Huronview, and wards of the Children’s 
Aid Society. 


All recipients of municipal assistance are entitled to receive a monthly 
Ontario Medical Welfare Plan voucher form for medical services. Ontario 
Hospital Insurance Plan coverage is provided to recipients of municipal welfare 
when it appears they are a hospital risk. Costs of hospitalization for indigents not 
so covered are charged to the County and reimbursed by the Commission at the 
statutory indigent rate. Financing of dental care is limited to emergency 
extractions under general welfare legislation; but sometimes municipalities may 
cover other care in certain instances. 


Any other services must be sought through the Health Unit, churches, 
service clubs, and other charitable groups. These include drugs, dental work, 
dentures, eye examinations, glasses, special equipment, transportation costs for 
care, food supplements, etc. 


ACCOMMODATION AND OTHER FACILITIES FOR THE AGED 


Huronview Home for the Aged 


This modern and attractive home located on a 100-acre site on the outskirts 
of Clinton was opened in 1961. It is operated by the County for its residents, 
under the terms of the Homes for the Aged Act, for ambulant people over 60 
years of age unable to support or fully care for themselves, for people over 60 
years of age who are mildly senile but not mentally ill or defective, for people 
over 60 years of age who require bed care and general nursing but not needing 
skilled nursing or general hospital care, and for those under 60 years of age in 
special circumstances where they cannot otherwise be cared for. Admission is 
based on an application through the municipal welfare officers and in turn 


1Data obtained through the assistance of the Medical Officer of Health. 
°For fuel, etc., in cold weather, and for prescribed medication in selected cases. 


D 
APPENDIX II 253 


through the County clerk-treasurer and the Huronview Committee of the 
County Council. Medical examinations are required from the applicant’s family 
doctor and the Huronview physician.! 


| Seventy per cent of the maintenance costs are borne by the Province. People 
who are solely dependent on the Old Age Security Pension have all but $9.50 per 
month of the $65.00 total retained to assist with maintenance expenses. Those 
receiving categorical allowances, Old Age Assistance, Blind Persons’ Allowance, 
or Disabled Persons’ Allowance, have these discontinued. Any personal needs are 
provided by the Home or from families for this group. Residents with sufficient 
financial resources are expected to pay part or, if possible, all of the per diem 


‘maintenance rate, established from time to time. Those with assets must turn 
these over for administration to a county trust account or have someone with 
power of attorney guarantee their maintenance. In June 1962, approximately 
| one-third of the residents were paying their own maintenance costs in full. Of 
the remainder, almost all were paying something towards the cost through the 
various pension deduction methods. 


Medical care may be obtained from one’s own physician or from the 
Huronview doctor. The latter calls twice a week and is on emergency call. Calls 
by the Home physician or by private physicians must be authorized by the 
Superintendent and are paid for at a set rate. Coverage under the Ontario 


‘Medical Welfare Plan is discontinued on admission to Huronview. An admission 
chest film and the initial admission examination by the Home physician are paid 
for by the provincial Department of Public Welfare. A bi-annual examination 
and chest film is also provided. Should hospitalization be required, residents are 
sent to the Victoria Hospital in London where they are cared for as staff patients 
on the standard ward. The out-patient facilities in London are also used. There 


are as well close relations with the Ontario Hospital in London and presumably 
will be with the new one at Goderich. The Clinton Hospital is not used because it 
has no staff beds and service would have to be paid for by the County. 


Moreover, the Victoria Hospital has a much wider variety of services available. 


“The only cost to the County for residents sent to London is the $20.00 
~ ambulance charge. 


One problem for the Home is that the area hospitals are anxious to discharge 
chronically ill patients who no longer require active treatment but who do need 
extensive trained nursing care, because of medical conditions, incontinence, etc. 


~The nursing homes can provide some nursing care but because people have no 


financial coverage for this care, unless they are classed as indigents, they are 
reluctant to go. Moreover, the nursing homes are generally not overly attractive 
in terms of facilities and general amenities. Huronview, on the other hand, is 
not equipped to provide skilled nursing care, since its staff are not registered 
nurses, except for the matron. A home care programme it was felt would help 
to some extent only, since most of those involved in questions of care among 
Huronview, a hospital, or a nursing home require some sort of institutional 
facility. Many are senile or semi-senile. 


Another problem is that residents tend to become ill in the winter at the 
same time as the Victoria Hospital is most crowded. On occasion this presents 
difficulty in getting a bed. 


1A semi-retired doctor who does no other practice. 
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The Home has room for 209 residents. As of February 1963, there were 192. 
residents. Vacancies were chiefly in the bed care section of 49 male and 69. 
female beds. The 28 special care (senile) places had a few places for men. The | 
ambulant section of 60 beds had no empty places. The latter are free to come and 
go as they wish and are able. The average age of those admitted in the first six | 
months of 1962 was 83 years. Almost all of the residents are in their eighties. | 


Most of the rooms are double rooms, though there are a few single ones and | 
some four-bed rooms. There are also facilities for four married couples. 
Residents may not bring large items of furniture but small belongings, pictures, 
plants, etc., are permitted. There are balconies and gardens for sitting outside. 
The Home has modern kitchen, dining, toilet, and bathing facilities. 


There is a tuck shop open at set times daily for snacks and small personal 
needs. There are also a chapel and a library. Larger sitting rooms have television , 
sets and radios. A small craft shop is operated but is largely used by the women. 
The men appear to have limited interest in activities, such as gardening or 
carpentry, and prefer to sit, smoke, and play cards. 


The staff, other than the superintendent and the matron (a registered 
nurse), numbers 72. Three are registered nursing assistants, four are orderlies, 
and the remainder are aides, kitchen and maintenance staff. Competent and 
personally suitable staff are sometimes difficult to obtain and retain.1 


In some quarters, the Home is still regarded as the “poor house” and there is 
reluctance to seek admission. The requirement that any assets be administered by 
the County also deters some people. However, attitudes have been found to be > 
changing and more and more self-supporting people are applying for admission. 
It has been found that the residents miss familiar people and that visiting by 
family and friends is important to their well-being. There are no restrictions on 
visiting except in the special care section, for which there is a schedule. Church 
services are arranged through the local ministerial association. Church, service, | 
and other groups visit from time to time and provide special entertainments, and 
small gifts, etc. 


Relations with the Health Unit are limited except for routine inspection of 
the food handling and sanitation facilities. 


Other Facilities for Older People 


Other than programmes designed for the community as a whole, such as _ 
public health nursing, there are no specific facilities or clubs for older people. 
Seaforth has two apartments maintained by the town for older people. The 
Kinsmen Club in Wingham is reported to be considering the building under 
Central Mortgage and Housing Corporation regulations of 11 subsidized rental 
flats for well, elderly people. 


A number of the professional and lay people interviewed felt that a greater 
variety of facilities and services for older people were needed, such as organized 
home care facilities, nursing home care on some better financing basis than at 
present and under the general supervision of the hospitals to assure better 
standards of care, and smaller homes in the main towns either under municipal 
or other auspices. Also needed are subsidized flats and services designed for 
middle-income older people. 


Kindness and affection for older people is stressed. 
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OTHER VOLUNTARY HEALTH AND SOCIAL SERVICES 


Huron County Tuberculosis Association 


| The assistance of the Association in paying for chest films of various kinds 
and their interpretation, and in providing volunteer workers for the chest clinics 
has been previously described.1:2 The Association also pays for a biennial chest 
film for residents of the County Home. New staff and new residents are X-rayed 
prior to entering Huronview. Financial assistance for transportation to the 
sanatorium and personal needs and gifts are provided for needy patients. The 
members also visit homes and endeavour to provide whatever assistance they 
can to patients on their return from hospital. Some limited assistance is provided 
to cover such things as transportation for those taking vocational re-training 
under federal-provincial programmes. 


The Association would like to see routine X-rays of food handlers and 
barbers. They would be prepared to cover the cost. However, the various 
municipalities would have to pass by-laws requiring this. Only some have done 
‘so to date. The Association would also like to see a tuberculin-testing programme 
on all children entering elementary school. 


| The Association is affiliated with the Ontario and Canadian Tuberculosis 
Associations but is fully autonomous with its own Board. The Medical Officer of 
Health is an advisory Board member. All funds are obtained from the annual 
Christmas Seal Campaign. These are retained for local use except for small 
amounts paid for affiliation to the provincial and national bodies. Because of the 
changing tuberculosis situation, the Association is facing the problem of how 
best to fulfil its functions and to spend the money collected annually. For 
example, in 1961, $5,000.00 was contributed to one of the hospitals in the County 
for capital purposes. $25,000.00 has been given to the hospitals since 1948. The 
possibility of making funds available for their reserves for medical or health 
research in the County is also being considered. There were three deaths in 1962 
from tuberculosis in the County. The executive secretary feels that more 
intensive case finding is needed and that more money should be turned towards 


research. 
An approximate financial statement for 1962 is reported as: 


Revenue 
Christmas Seal Campaign ........-+-++++ee> $12,026.86 
Bank and Bond Interest .......+--++++eees 313.22 
$12,340.08 
Expenditure 
Assessments Ontario and Canadian 
Tuberculosis Associations .....-+-++:: $ 1,090.85 
Retarred GiNlCS: ces cee sy eae ee nee eters 3,300.00 
Rehabilitation and social service ......---:- 180.00 
Educational material .....-.-+++eseeereee 450.06 
Meetings and travel ...0.. 60.05 heen tes 300.00 
Gaeretarye Cte, TO OTe, hai EY We 1,500.00 
Ontario Tuberculosis Association for research 
and international purposes .....-+-+--:> 5,000.00 
$11,820.85 


—_—— 


1See also p. 224. 
2Approximately 900 chest X-rays, including referral clinic films and contact follow-up films 


are paid for annually. Hospital staff members have an annual chest X-ray paid for by the 
Association. X-rays for positive tuberculin reactors among jail inmates are paid for also. 
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Huron County Children’s Aid Society 


The Children’s Aid Society has a staff of five social workers! and is 
responsible for administering legislation concerned with general child welfare, 
foster home care, adoption placement, and assistance to unmarried parents. In 
practice, the services extend well beyond the statutory ones and include a wide 
range of family counselling and social investigations at the request of the Official 
Guardian and the Director of Family Allowance. 


Most of the time is spent in the child protection field. This concern is with 
non-wards, of whom there are approximately 60 under care at any one time.” Any 
home situation where children need special care comes within the Society’s 
interest, for example, arranging for transportation to London for children 
needing special care, and contacting service clubs to obtain glasses and other 
appliances. | 


Children under care as wards are examined initially and once a year 
thereafter by the foster parents’ doctors or by a doctor with paediatric 
experience arranged through the Society. The cost of wardship care is chargeable 
at a set per diem rate, to the municipality of residence* of each ward and to the 
parents, to whatever extent possible. Provincial government grants of 40 per 
cent of the per diem costs, chargeable by the Society to the local municipalities, 
for wards are made to the local municipalities within the County.* The per diem 
includes the maintenance, clothing, medical and dental care of these children. 
Ontario Hospitalization Insurance is applied for upon admitting the child to care. 
Families are also encouraged to use the Health Unit well-baby clinic and public 
health nursing services. Dental care is arranged with local dentists on an 
individual basis. 


The care of children who remain in their own homes is supported from 
non-provincial funds, such as the County grant,® except for a direct provincial 
grant of approximately $3,500.00 per year towards staff salaries of protection 
workers. The provincial grant accounts for less than 5 per cent of the total 
budget of the Society. With growing emphasis on keeping children in their own 
homes, the imbalance in availability of revenue in relation to the working time 
spent and the actual need, is a source of some concern. Medical and dental care 
for these children cannot be provided by the Children’s Aid Society except 
through service clubs, doctors, dentists, etc. 


In helping unmarried mothers, the girl is helped to plan for her confine- 
ment and in making up her mind about the future of her baby. The parents 
of the girl often need as much counselling as she does. Rehabilitation of 
the unmarried mother is assisted also. However, no financial assistance is 
available unless the putative father agrees, or is required by the courts to 


1One is a graduate of a school of social work. 

“There is a receiving home but there are never more than four children in it. They are 
moved as quickly as possible to supervised foster homes. 

’Payment is made through the County Council and the cost assessed against individual 
municipalities as indicated. 

‘The Province also pays an annual unconditional per capita grant to each local municipality 


to help cover essential public services. Some of this money may be used to help cover statutory 
obligations for wardship care if so decided by a municipality. 


5The County makes a general grant and also covers any deficit incurred, In 1962, the 
County made a grant of approximately $2,000.00. 


\PPENDIX II 
i: 257 


grovide support. There are private and church homes for unmarried mothers in 
London, Chatham, Windsor, Hamilton, Ottawa and Toronto available to the 
Children’s Aid Society. 

| There are no responsibilities for licensed boarding homes for children and 
day nurseries, since none exist in the County. There are a number of homes with 
fewer than four children being boarded but these are not covered by legislation. 


| One of the problems is that of arranging for transportation to special clinics 
in London. Appointments are obtained at the Victoria Hospital Clinics, Ontario 
Hospital, Children’s Psychiatric Research Institute, and Child Guidance Clinic. 
The new Ontario Hospital at Goderich should eventually partly ease the 
situation. Ther is also need for more foster homes for emotionally disturbed 
children. These more difficult children form an increasing proportion of those 
coming into care as wards, since the majority of other child-care matters can be 
handled in Children’s Aid Society foster homes, if not within the family setting. 
A special foster home for up to ten older children who are not suited to usual 
foster home care has also been suggested. This is being considered by a 
tri-county committee from Huron, Bruce, and Grey. 


An abbreviated 1962 financial statement, in round figures, shows: 


Revenue 

COUNTY Of FULOD®  oye.oit oo = cieaine sige sheen $42,105.00 
PrOVINCEe OL WDtarlO. coy. + s gar Gems seen es 3,500.00 

Outside municipalities and Children’s 
PA SOCIOL OSes tacts is s+ ters atte es ees bees 22,190.00 
JDEVRAIS” yh oe 0 re ere roo c 1,156.00 
Family Allowance ......---+++eeeserereee 1,864.00 
Ee ee ge ee ee nee me ee nou 1,349.00 
$72,164.00 

Expenditure 

SUSIE VED A een EO os? $27,524.00 
Sea ChE Aah bg are eine + dig e ah, haa nis cents 7,493.00 
Pot eae teens cs corte arene 1,200.00 
(CAVES Guede Mgt ce einen Serena caer Ce aaa 3,209.00 
Boarding homes .......+--+sseeeseesretee 22,279.00 
Medical and dental .......--+--+esseerees 1,690.00 
Employee benefits .....---+esesessrrertes 1,608.00 
Workmen’s compensation ...-----+++s+e09° 417.00 
Office supplies and telephone ....-----+-+-++-> 2,107.00 
SGI MCCS ais cag atigh acti tan Ma IN aa ah as 780.00 
AES OVE 6 LO crenn ake bin? cbt tein en a las 216.00 
‘NAS ROTO re oe oe 1,558.00 
$70,081.00 


— 


\This includes the per diem amounts for wardship care chargeable to the municipalities 
of residence of wards plus a general County grant. In 1962, the latter grant came to about 
$2,000.00. It is expected in 1963 that the per diem rate for maintenance of wards will be less 
than in 1962 and, therefore, the amounts collectable from parents and municipalities for wards 
will be less. This in turn means that a larger County grant will be required since the County 


grant is varied so that any deficit is covered. 
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Retarded Children 


There are two schools for retarded children serving 12 children at Goderich 
and eight children at Wingham respectively. They are operated by a voluntary 
association of parents and other citizens. 


They now receive some provincial and local grants. 
1962 Financial Reports 


Queen Elizabeth School (for Retarted Children) 
Goderich and District 


Revenue Expenditure | 
Provincial Grants. Uo). 28 $3,500.70 Instructionw: <a.5.e. evant... $3,862.10 
Courictl Grants nes a 450.00 School Operation sas sean 2. 289.74 
Honationsiss wih Se: 1,069.76 Trahsportationa is-e4en. a0: 546.00 
Bees 75. hives ballet Ge 346.00 OthefSiaak SIA. alearblid’) a: 482.82 
1961; Balances sé eect dive: 595.24 1962) eBalancey iit 781.04 
$5,961.70 $5,961.70 
Golden Circle School (for Retarted Children) 
Wingham 
Revenue Expenditure 
Provincia carat oe oe ee $2,489.05 INStrUCtIONL a oere gee ee ee $2,900.00 
Council” Grants eee 625.00 SChool Operationa +. na... 1,088.11 
DOnANONSI ts ar. eee 1,330.16 ME LALISDOLUGLICN? casttna see ae — 
PCS) Weer as ee ee ee 275.25 1962 Balancers. re. ate 2,002.06 
Opher teem tet i ae ee eee 46.00 
EOGT Ba lancaranc. oe wc cn te 1,224.71 
$5,990.17 $5,990.17 


Canadian Cancer Society 


The organization and work of the Society in general has been described in 
Appendix I.t A district office of the Ontario Division of the Canadian Cancer 
Society is maintained in Kitchener to serve as liaison for the surrounding area, 
including Huron County. It is staffed by a graduate nurse. A field secretary from 
the provincial office in Toronto visits the district areas to help co-ordinate their 
work of providing information and of assisting local volunteer units and 
branches. 


There is a local volunteer unit, with a volunteer board in Goderich doing the 
work for Huron County, and there are some branches in Wingham, Clinton, 
Exeter, Seaforth, Blyth, and Brussels. There is no paid staff in the County. 


The branches provide a variety of personal services to cancer patients and 
their families in the towns served, including free cancer dressings to patients at 
home, financial help for needy patients for travelling to Toronto or London for 
treatment, assistance with the cost of needed housekeeping assistance, payment 
for certain drugs for needy patients, etc. As well, the volunteers visit patients in 
their homes and in the hospital and provide small gifts, flowers, etc. 


( 


1See Appendix I, p. 211. 
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All local funds are raised by local drives, teas, bazaars, etc.1 This money is 
sent to the provincial office and drawn on as required for local expenditures. 
‘The field office and staff are maintained by the Ontario Division. 


Ontario Society for Crippled Children 


The organization and work of the Society in general has been described in 
/Appendix I.2 The district office and staff of three nurses, and office staff of two in 
‘London serve the counties of Bruce, Elgin, Huron, Lambton, Middlesex, and 
/Perth under the direction of the provincial office in Toronto. Approximately 1,409 
‘children with physical handicaps were under care in the total area as of 
'December 31, 1962. Service is given only on medical referral. The nurses work 
| closely with the local service clubs? sponsoring the Easter Seal Campaign in each 
|area, with doctors, the health units, and other agencies working with crippled 
‘children. Assessment of cases in relation to the services offered and general 
follow-up supervision are also part of the duties. No bedside nursing care is 
given. 


Fifty per cent of the money raised is kept locally for approved local work 

under the aegis of the sponsoring clubs, such as providing appliances, braces, 
wheel-chairs, X-rays, transportation for special treatment and to rehabilitation 
centres, and camp holidays. The other 50 per cent is sent to the provincial office 
‘in Toronto to support the district nurse programme and the other province-wide 
| services provided directly by or supported by the Society. 


The 1962 approximate costs for the London district office were: 


Salaries suencalt erenes ci a eew. SOL. 22 $21,660.00 
OUTS a 586. 8 lg to inte Sole eo SoacnCION 780.00 (rent free) 
Travel and car maintenance .......... 3,876.00 

$26,316.00 


| Rehabilitation Foundation for the Disabled (March of Dimes) 


The organization and work of the Foundation in general has been described 
previously in Appendix I.* Huron County is covered by the London office which 
-also serves the counties of Lambton, Kent, Middlesex, Elgin, Oxford, and 
Norfolk. There is no district rehabilitation centre as yet, but physiotherapy 
' departments in hospitals at London and Windsor are used. Long-term cases are 
sent to the Hamilton Rehabilitation Institute and to Lyndhurst Lodge Hospital in 
Toronto. Clinics, surgery, and brace and limb fitting are taken care of through 
weekly clinics at the Victoria and St. Joseph’s hospitals in London under the 
_ supervision of the Foundation’s medical advisor. A workshop is_ to be 
opened in London in 1963. There were 78 known cases in Huron County in 1962, 
of which 18 were being actively handled in the year. The March of Dimes 
campaigns in the County raised $1,984.00 in 1962. The cost of services to cases 
was $1,591.50. 


lIn 1962, $19,307.94 was raised from the unit and branches in Huron County. 


2See Appendix I, p. 205. 
83Lions Clubs in Huron County. $8,497.93 was so raised in 1962. 
4See Appendix I, p. 206. 
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; 


Canadian National Institute for the Blind 


The organization and work of the Institute in general has been described | 
previously in Appendix I.1 Huron County is serviced by the district office in 
London with a staff of field secretary, assistant field secretary, and home teacher. 
In the year ending March 31, 1962, there were 64 registered blind people in| 
Huron County, of whom two were children of 18 years or under. There 
were also eight preventive care cases. There is no ophthalmologist in Huron 
County so residents are sent elsewhere for care. Funds in Huron are obtained 
from the County Council and from a public canvass by mail. In the year ending , 
March 31, 1962, $6,931.90 was raised in the County and $8,210.46 was spent 


locally on cases. 


The Canadian Red Cross Society 


The organization and work of the Society in Ontario has been described in 
general previously in Appendix I.? There are organized branches at Seaforth, 
Gorrie, and Varna in Huron County. All assist in the basic programmes of fund 
raising, disaster services through providing emergency needs as required, the 
blood donor service, and, as required, the international tracing service. The 
Seaforth and Gorrie Branches carried out an active water safety programme as 
well. The London Area Branch serviced other communities in the County, 
which provided volunteer workers, blood donors, and raised funds under its 
aegis. As well, the Junior Red Cross programme had 223 branches with 6,494 
members in February 1963. They donated money separately for the “Fund for 
Needy Children at Home and Abroad’. 


Campaign statistics in 1962 were in round figures: 


Red Cross Branches (Gorrie, Seaforth, Varna) $1,948.00 
Collected by London from other communities $7,136.00 
$9,084.00 


St. John Ambulance Association 


There is a local brigade in Goderich of the St. John Ambulance Association 
providing first-aid service at public gatherings and offering first-aid and home 
nursing courses from time to time. It is hoped to establish brigades in Wingham | 
and Exeter in 1963. 


The 1962 financial report in round figures shows: 


RECEIPTS 
Campaigmivmtest snags) . eer. 4A decd eee ex $1,240.00 
Chass té@s:: <<a weer Lior , ohioteeitrese 5 192.00 


$1,432.00 


‘See Appendix I, p. 209. 
?See Appendix I, p. 212. 
8Seaforth—143 successful award candidates. Gorrie—22 successful award candidates. 


‘Belgrave, Blyth, Brucefield, Brussels, Centralia, Centralia R.C.A.F. Station, Clinton, Clinton 
R.C.A.F. Station, Dashwood, Exeter, Goderich, Hensall, Wingham and Zurich. 


APPENDIX II 


261 
EXPENDITURES 

mtr OUlOM CONTIG AGG 5 i) Sicko va 5 son o0k dG <dee ae $ 900.00 
Instructors and texamiinations: ’. .)... 000.64 <8 82.00 

| PED Emesealich CQUIDINENt. 2.5.5.4. bangs vo ed cas 230.00 
| COLE CT Os 40 SARE is Ec te na 30.00 
} Advertising, office supplies, and miscellaneous .. 83.00 
i Poo AMO ROR ATIC terior Wig tt ahi ene W cet Aa Ses 5 107.00 
$1,432.00 


: 


Other Organizations 


As elsewhere, the various service clubs have health and welfare pro- 
grammes. The Canadian Legion and the Kinsmen will provide wheel-chairs, 
crutches, hospital beds, and pay for home care services for needy people as 
referred by doctors, the Health Unit, etc. The Lions are the local agents for the 
Easter Seal Campaign for crippled children’s work. They also provide eye 
examinations, glasses, and on occasion pay for treatment of referred needy cases. 
The Odd Fellows and Rebeccas provide hospital beds, wheel-chairs, and loan 
cupboards in Goderich and Exeter. 


The five volunteer forces raise money for the Muscular Dystrophy Associa- 
tion of Canada. The London Chapter of the Canadian Cystic Fibrosis Foundation 
services Huron County. 
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APPENDIX III 


DISTRICT OF TIMISKAMING FIELD STUDY 


SOME GENERAL FACTS 


The District of Timiskaming or Temiskaming comprises an area of 5,896 
square miles in the north-eastern part of the Province of Ontario. Its eastern 
boundary is also that between Ontario and Quebec. To the north is the District 
of Cochrane; to the south is the District of Nipissing; to the south and west is the 
District of Sudbury. The Canadian Shield underlies the area. Most of the surface 
is covered with forests of mixed softwoods, conifers, and a small amount of 
hardwoods which are interrupted by out-croppings of rock and by lakes. In the 
southern part, the Lower or Little Clay Belt extends south from Englehart to 
North Cobalt and west for a distance of 25-30 miles at its maximum width. The 
climate is pleasant in summer and cold in winter but the weather is less extreme 
than in places such as Winnipeg and Edmonton. 


The 1961 Census figures show a population of 50,971 people as compared 
with 50,016 in 1951, an increase of just under 2 per cent in the decade.! Most of 
the people live in urban communities of 1,000 people or more (65.2 per cent). 
The rural farm population represent 10.8 per cent and the rural non-farm 
population represent 24.1 per cent of the population. Of the latter, a large 
proportion live in small villages and hamlets of under 1,000 population. In 
common with most of the northern areas there is a slightly greater proportion of 
/males than for the Province as a whole. Moreover, nearly 45 per cent of the 
‘inhabitants are under 20 years of age as compared with 39.5 per cent for the 
Province as a whole.? On the other hand, approximately 6.9 per cent were 65 

years of age or more, as compared with the provincial average of 8.3 per cent. 
Approximately one-half of the people are of British stock, 30 per cent of French 
ancestry, and one-fifth of other extraction. The bulk of the population are 
English speaking or bilingual. 


The 1959 labour force estimated to be 17,100 was chiefly engaged in the 
natural resource industries of mining, lumbering, and agriculture. About 
one-quarter of the labour force is employed in mining, which is the chief 
industry, particularly gold mining. Most of the productive mines are in the 
north-east, extending from Matachewan east through the large Kirkland Lake - 
Larder Lake - Virginiatown fields to the Quebec boundary. Some of the older 


1Dominion Bureau of Statistics Census data for 1951 and 1961. The percentage population 
increase is low compared with that for Ontario as a whole, which is 35.64 per cent. 


2Dominion Bureau of Statistics 1961 Census data. 


| 
| 
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| 
mines have reached their economic exploitation limit and have closed during the 
last few years. Several marginal mines are operating only because of the 
assistance of the Emergency Gold Mining Assistance Act. The fixed price for gold 
in United States dollars has not encouraged expansion of existing properties and 
prospecting for new ore bodies. About one-third of Ontario’s annual gold 
production comes from this area. | 


The Cobalt and Gowganda areas to the south and south-west produce over 
70 per cent of the annual silver production and about 36 per cent of the annual 
cobalt production in Ontario. Recent improvements in the market for silver have 
resulted in the re-opening of some mines and the opening of some new mines in 
the Cobalt area. 


The recent discovery of extensive iron ore deposits some six miles south of 
Kirkland Lake, and the decision to bring these into production, offer new hope 
for mining development in the future. The Timiskaming District also produces 
all of Ontario’s arsenic output. 


The primary forest industries are not as important as in the other districts of 
northern Ontario. On the other hand, about one-half of the larger secondary 
industries in urban centres are concerned with the processing and manufacturing 
of wood products. 


Farming is an important activity in the Little Clay Belt area, particularly 
dairy farming. Other livestock farming is increasing. There is wide- 
spread growing of hay and some mixed grain. Hampering expansion is the 
shortage of farm workers who have been attracted by the more favourable job 
opportunities in mining and the various small industries. 


Practically all of the industrial activities are related to the mining, forestry, 
and farming fields, either in processing or in providing necessary supporting 
services. 


The area is well supplied with hydro-electric power and there is consider- 
able potential for expansion of this type of energy as demand increases to make 
further development economic. The Trans-Canada Pipeline goes through the areé 
and low cost natural gas is available in most of the larger communities. Water 
for drinking and commercial purposes is available in ample amounts. 


The Ontario Northland Railway provides rail service. Trans-Canada Airlines 
provides a regular passenger and freight service to other parts of Ontario and 
Quebec through the airport at Earlton, about thirty-five miles south of Kirkland 
Lake. Several private airlines also serve the area. The modern highway facilities 
are good. The main highway is No. 11 which extends from southern Ontario 
through to Cochrane. Highway No. 66 joins the area to the neighbouring 
Rouyn-Noranda area of Quebec. Highway No. 17 runs through to the head of 
Lake Superior. 


The main urban areas are Teck Township which includes the Kirkland Lake 
Post Office with a population of nearly 17,600 people, New Liskeard with 
approximately 4,600 people, Haileybury, the administrative centre, with approx- 
imately 2,700 people, and Cobalt with approximately 2,500 people. Other urban 
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centres include Englehart, Larder Lake, Virginiatown, North Cobalt, Matache- 
.wan, Elk Lake, Earlton, Latchford, and Gowganda. The cost of living is generally 
‘similar to that in southern Ontario. Housing tends to be cheaper but fuel oil and 
coal are more expensive. Shopping facilities in the larger communities are good. 
| In addition to the primary public, separate and secondary schools in Kirkland 
Lake, New Liskeard, Haileybury, Cobalt, and Englehart, there are the Provincial 
‘Trade School in Kirkland Lake and the Provincial School of Mines in Hailey- 
‘bury. A daily newspaper is published in Kirkland Lake and a weekly one in New 
‘Liskeard. There is a radio station in Kirkland Lake, and television stations in 
‘Timmins and in nearby Quebec serve the area. Outdoor recreational facilities are 
convenient. 


PUBLIC HEALTH 
The Timiskaming Health Unit 


Organization 
The Timiskaming Health Unit provides full-time public health services for 


some 47,344 people! in 75 of the incorporated and unorganized municipalities in 


the District.2 These include the largest population centres of Kirkland Lake, New 
Liskeard, Haileybury, Cobalt, Larder Lake, Virginiatown, and Englehart. The 


1As estimated in the Annual Report of the Board of Health for 1962, 43,107 in 23 organized 


“municipalities and 4,237 in unorganized areas. The remainder of the District’s people (3,274) 


live in areas outside the Health Unit. 
2Municipalities and Townships in Unit, 1962. 


Armstrong Twp. 


_ (inel. Earlton 


police village) 
Arnold Twp. 
Asquith Twp. 
Barber Twp. 
Barr Twp. 
Bayly Twp. 


Beauchamp Twp. 


Benoit Twp. 
Bernhardt Twp. 
Blain Twp. 

_ Boston Twp. 


_ Chamberlain Twp. 


Bryce Twp. 
Bucke Twp. 
(incl. North 
Cobalt P.O.) 
Cane Twp. 
Catharine Twp. 


Charlton T. 
Chown Twp. 
Churchill Twp. 
Cobalt T. 
Coleman Twp. 


- Dymond Twp. 


Eby Twp. 
Englehart T. 


_ Eventurel Twp. 


Fawcett Twp. 
Firstbrook Twp. 


Gauthier I.D. 
(incl. Dobie P.O.) 
Gillies Limit Twp. 
Grenfell Twp. 
Haileybury T. 
Harley Twp. 
Harris Twp. 
Haultain Twp. 
Henwood Twp. 
Hudson Twp. 
Ingram Twp. 
James Twp. 
(inel. Elk 
Lake P.O.) 
Katrine Twp. 
Kerns Twp. 
Kingham I.D. 
(Cooke & Barnet Twps.) 
Larder Lake Twp. 
(incl. Larder Lake P.O. & 
Hearst and 
MeVittie Twps). 
Lawson Twp. 
Lebel Twp. 
Lorrain N. Twp. 
Lorrain S. Twp. 
MacMurchy Twp. 
McElroy Twp. 
McFadden Twp. 


McGarry I.D. (incl. 


Virginiatown P.O.). 


Maisonville Twp. 
Marquis Twp. 
Marter Twp. 
Mickle Twp. 
Milner Twp. 
Morrisette Twp. 
Mulligan Twp. 
New Liskeard T. 
Nicol Twp. 
Ossian Twp. 
Otto Twp. 
Pacaud Twp. 
Pense Twp. 
Playfair Twp. 
Rattray Twp. 
Roadhouse Twp. 
Robillard Twp. 
Savard Twp. 
Sharpe Twp. 


Teck Twp. (including 
Kirkland Lake P.O, & 


Swastika P.O.) 
Thornloe V. 
Truax Twp. 
Tudhope Twp. 
Tyrrell Twp. 
Willett Twp. 
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Board of Health has thirteen members, including the Ontario Govern- 
ment representative.’ The Secretary is the Clerk-Treasurer for Teck Township, 


the most populous municipality served. The chief executive officer is the Medical 
Officer of Health. 


As well as at Kirkland Lake, the Unit maintains offices in Englehart where 
one nurse and the chief sanitary inspector work, and there is a nursing office in 
New Liskeard with four nurses? and a sanitary inspector. 


Abbreviated Financial Statement for the Calendar Year 19623 | 


Revenue | 
Province of Ontario ..... Peraies mek ees capevee es 90,901.09 ) 
Member Municipalities ............... rah 37,568.88 
National Health Grants’ .#24-27.4900%.-. rely 23,396.20 ) 
Sundrys 3.87 hs eee: Ghee See OP AOS IES 31.64 

$116,978.61 

Expenditure 
SS OLATICS ps ee RCT hate oc tetera acs AUPE EOE Dy 5 tee SHO EGAN TER 
ELANSPOLVAUOMN aa. hate ecg ere See erate ere ke : 10,244.64 
Fees for professional services .......... hae 2,798.00 
Maintenance, supplies and equipment ........ 12,350.76 
Miscellaneous (insurance, Board of Health, 

audit, pensions, conventions, etc.) ......... 4,557.49 


$119,771.12 


DEN Cire. . menartoti sian $ 2,792.51 


11962 Board of Health 

Mr. R. J. McBean, Chairman, councillor Twp. of Teck representing Twp. of Teck. 

Mr. G. J. McCrank, reeve, Twp. of Teck representing Twp. of Teck. 

Mrs. G. P. Valentine, reeve, Twp. Larder Lake representing Twp. of Teck Larder Lake. 

Mr. V. Slater, reeve, Twp. McGarry representing Twp. of Teck McGarry. 

Mr. George Geoffroy, reeve, Twp. Playfair representing Twp. of Teck Playfair, and 
improvement Districts of Kingham & Gauthier. 

Mr. J. L. Taylor, mayor, Town of New Liskeard representing Twp. New Liskeard. 

Dr. W. C. Arnold, councillor, Town of Haileybury representing Twp. of Haileybury. 

Mrs. F. R. Purdy, councillor, Town of Cobalt, representing Twp. of Cobalt. 

Mr. Thos. Mulholland, councillor, Twp. of Coleman, representing Twps. of Coleman & Bucke. 

Mr. L. H. Tucker, reeve, Twp. of Harris, representing Twps. of Harris, Dymond, Harley and 
Village of Thornloe. 


Mr. M. G. Giles, reeve, Twp. of James, representing Twps. of James, Kern, Hudson and, 
Armstrong. 


Mr. Ron Ellis, councillor, Twp. of Englehart, representing Towns of Englehart and Charlton, 
Twps. of Evanturel and Chamberlain. 


Mr. L. Belanger, Government representative Earlton. 

Secretery—Mr. J. W. McBain. 

Medical Officer of Health—E. R. Harris, M.D., D.P.H. ' 
?One nurse from this office works at Elk Lake. 

8As in the Annual Report of the Board of Health for 1962. 
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| Staff 
‘Classification Full-time Part-time Total 
‘Medical Officer of Health and Director? ........ 1 1 
Supervisor, Public Health Nursing ............ 1 1 
@erauined Public Health Nurses ............... 11 2 13 
ME ATILOLY  LISPCCLOL ee gas eye st se se eh ae 1 1 
Qualified Parca eM TICDECLOLS. vate re fe ee as 3 3) 
Mecretarial and Clerical Staff ................. 5 5 

OCA ets eee ee eee 22 2 


24 


There seems to be no particular difficulty in obtaining sufficient public 
health nursing staff. The authors were impressed by the breadth of experience 
and training of the available staff. The pay scale is similar to the better pay 
scales throughout the Province.? 


At the moment there is one sanitarian over the base line, that is, a total of 
four. The fourth was obtained by sponsoring a local man to take the Ryerson 
Institute course. However, they have found that after a short time many of the 
younger men tend to go south where living conditions and pay scales are 
somewhat better. Living costs are less in the north but the pay scale is slightly 
lower.‘ 


Programmes 
COMMUNICABLE DISEASE CONTROL 


General 


Reporting in general is incomplete but the major diseases are well reported. 
There were 50 cases of infectious hepatitis and one death in the area in 1962. A 
sharp increase also occurred in German measles and several pregnant women 
received gamma globulin. Rabies was found in a few farm animals and wild 
‘animals. Several people received Semple vaccine preventive treatment. Measles, 
chickenpox, mumps, scarlet fever, and whooping cough were also more prevalent 
‘in 1962 than in 1961. 


Tuberculosis Control 


The Ontario Department of Health provides and pays for tuberculosis 
examinations. A miniature unit has been provided by the Province and, in 
addition, the Unit has its cwn larger X-ray machine purchased by the Lion’s 
Club. Anyone coming in will be examined whether referred by a doctor or not. 
A 14 x 17 film is done on those where there is any suggestive history and a 
‘miniature film is done on the remainder. Monthly tuberculosis clinics are held in 
the hospitals at New Liskeard, Haileybury, and Englehart. These are conducted 
by the Medical Officer of Health who does the physical examinations. X-rays 
are paid for through the Christmas Seal campaign of the Timiskaming District 


1As of the end of 1962. 
The Medical Officer of Health and Director is a certificated specialist in public health of the 
Royal College of Physicians and Surgeons of Canada. 
8As of October 15, 1962, the salary range was $4,000.00-$4,800.00, with an annual increment of 
$150.00. For a nursing supervisor it was $5,050.00-$5,850.00 with an annual increment of $180.00. 


4As of October 15, 1962, the salary range was $4,000.00-$4,800.00 with an annual increment he 
$150.00. For a chief sanitary inspector it was $4,250.00-$5,250.00 with an annual increment of $150.00. 
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Tuberculosis Association.! In addition, volunteers from this Association assist in 
conducting the clinic. Since there is no longer a sanatorium in the area, patients 
are scattered through the sanatoria at Weston (Toronto), Hamilton, and Sud- 
bury. 


A tuberculin testing programme is carried out in the area schools with the 
aim of testing each pupil every three or four years. It is preferred to cover an 
entire school at one time rather than to test only one grade in all schools. All 
those who are tuberculin-positive receive a chest film. In addition, a survey 
conducted through the provincial Department of Health through its travelling 
service is conducted every four years. This consists of either a miniature X-ray 
film of the chest in all those over forty years of age or a tuberculin test in all 
those under forty years with subsequent X-ray of those who are found to be 
positive. This is a voluntary programme to which any resident in the area may 
come. 


Tuberculosis patients and contacts are followed up as are patients on 
chemotherapy. Many private physicians ask the Health Unit to arrange follow up 
of patients and contacts as well as sanatorium admissions. The Province pays for 
drugs for patients who have left sanatorium following discharge, and these are 
dispensed through the Health Unit. These must be given by the patient’s own 
doctor where an injection is required or, in the case of Teck Township, by the 
Victorian Order of Nurses, at his request. The Health Unit staff do not give 
injections. In the case of follow up elsewhere in the Unit area, the people go 
to the monthly clinics just described. 


Venereal Disease Control 


In the field of venereal diseases, the programme is largely that of following 
up contacts and those who are delinquent in taking treatment. These diseases are 
reported direct to the Province, and not through the Medical Officer of Health 
and, therefore, there is some difficulty in obtaining accurate data on the 
actual incidence. It is also suspected that a proportion of cases are probably not 
reported at all. 


Immunization 


An active immunization programme is carried on in the area, particularly 
for pre-school and school-age children. The procedure is to give smallpox vaccine 
and the quadruple antigen.? It is provided at certain child health conferences in 
the urban centres.? In the purely rural areas, which are some distance from these 
routine child conferences, the public health nurses do immunization in the 
homes. Reinforcing doses are given routinely under the school programme to 
Grade VIII.4 This consists of smallpox re-vaccination and the triad antigen.® 
Adults may come to the child health clinics and obtain immunization with 
smallpox vaccine, Salk vaccine, and tetanus toxoid. For other antigens it is 
suggested that they see the family doctors. 


1See p. 293. 
2DPT Polio—diphtheria toxoid, pertussis vaccine, tetanus toxoid, and Salk polio vaccine. 


’See p. 273. Immunization is offered weekly in Kirkland Lake, in two series a year at New 


Liskeard, and in one series a year at Virginiatown, Larder Lake, North Cobalt, Cobalt. and, 
Haileybury. 


4See p. 275. 
°DT polio—diphtheria toxoid, tetanus toxoid, Salk polio vaccine. 
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In addition, a special smallpox vaccination programme is carried out for the 


hospital staffs of the Kirkland Lake, New Liskeard, and Haileybury Hospitals. 
| The Salk vaccine programme was carried out in the area and the first of 
the Sabin programmes was successfully completed in 1962, with 81.5 per cent of 


children and 23.7 per cent of adults being immunized. 


SANITATION 


Water Supplies 


There are nine municipally operated public water supply systems in the 
area: 


Source Treatment 

Kirkland Lake Gull Lake chlorinated and fluoridated 
Swastika Blanche River chlorinated and fluoridated 
Larder Lake well none 

_Virginiatown (McGarry) Larder Lake chlorinated 

| Englehart drilled wells none 

| New Liskeard drilled wells none 
Haileybury Lake Timiskaming filtered and chlorinated 
Cobalt Lake Sasaganaga chlorinated 
Ramore well none 


The role of the Health Unit is to do routine inspections to assure the absence 
of health hazards. In addition, there are some 31 privately operated public water 


_ supplies in the area.! The public supplies are sampled regularly.” Private supplies 


are tested only on request. 


Sewage Disposal 


Sewage disposal in the towns is by large municipal septic tanks except 
where there is a lagoon plant. Recently, an area by-law has been passed 


requiring people wishing to instal septic tanks to meet minimum requirements 
about size, location, etc. The control of septic tanks is sometimes a problem 


because people are not always interested in having enough capacity for the tank 


and the proper number of tiles. They have endeavoured to extend this from the 


organized municipalities into unorganized areas as well, but this last has proven 


more difficult to control except in new cottage sub-divisions.* A number of 


improperly installed systems, installed before the law was enforced, remain in 


_ operation and present problems from time to time. Plumbing inspections are a 


responsibility of individual municipalities, not of the Health Unit. 


Milk Supplies 


There are approximately 68 raw milk shippers in the area.” There is close 
co-operation with the Department of Agriculture Inspector® who covers a much 
wider district. There are five dairy plants in the area. In 1960, one of these 


1Serving more than one family. 
2Two hundred and seventy tests in 1962. 
3Four hundred and eighty-six tests in 1962. 


4An amendment to the regulations on septic tanks in unorganized territory is expected to bea 
big help. 

5Four hundred and eight visits to producers in 1962. 

°A representative of the Milk Industry Board. 
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changed its method of collecting raw milk to that of bulk haulage. Therefore, the 
sanitary inspector has to visit the farms at the time of collection to secure raw 
milk samples from the producers’ storage tanks. For the other four dairy plants, 
raw samples are taken from the cans when they arrive at the plant. The 
pasteurized milk is sampled at the plant twice a month, and oftener if indicated.1 
A thorough inspection of the dairy plants is done twice a year with follow up as 
indicated. Tests are sent to the Provincial Laboratory at Timmins” During the 
past few years there has been a marked improvement in the quality of milk 
being delivered to the dairies. 


Slaughterhouses and Meat Inspection 


Most meat sold for human consumption in the area comes from the large 
outside packing houses® and, therefore, it is either federally or provincially 
inspected. There are eight small slaughterhouses in the area. These, from 1960 on, — 
have been issued permits if, following inspection, their sanitary conditions were 
found to be satisfactory.4 No attempt was made to inspect carcasses of meat from 
these plants.® The plants are checked once every two months. In addition, there 
are two small farmers’ markets in Kirkland Lake and in Cobalt which are chiefly 
meat markets. These are, again, checked in terms of their cleanliness but not in 
terms of the standard of the meat itself. All of these local sources provide only a 
small proportion of the meat distributed and used in the area. 


Food Outlets 


These are checked for general sanitary conditions on a yearly basis when 
they are licensed. Eleven bakeries and seven other establishments are so checked. 
Other visits are made only when a complaint has been lodged with the Unit. 
There are two food lockers in the area which are inspected twice a year only as to 
the general sanitation. 


There are seven plants producing soft drinks locally. These are checked 
monthly. They have contracts with major firms and, thus, are under a measure of 
outside control as well. There is one separate ice cream plant where samples are 
taken once or twice a month. Thereafter, visits may be made on the basis of 
complaints. There are a few food-vending installations in the area but so far 
these have produced no complaints and as yet are regularly checked. However, 
it is envisioned that if these grow in numbers it will be necessary to institute 
some type of inspection system. 


Restaurants, hotels, and eating places are inspected thoroughly twice a year 
and test swabs are taken of utensils, etc., twice a month. Visits are made more 
often if indicated.° These are sent to the Provincial Laboratory in Timmins. A 
yearly X-ray is required for all food handlers. When they are visiting the 


Three hundred and sixty-eight visits to distributors made in 1962. 


*This presents certain problems in setting a schedule for obtaining samples and forwarding 
them so that prompt reports are received. Sometimes a lag of a week or more results. There is 
some feeling on the part of the sanitary inspection staff that a small milk control laboratory in 
the Unit would be useful. 


Over 90 per cent is estimated to come from these sources. 

4Sixty-seven inspections in 1962. 
: *Until 1957 there was a public health veterinarian on the staff of the unit and some local meat | 
inspection was carried on. Since that time this has not been possible. 


°One hundred and fifty-eight establishments and 1,306 inspections in 1962. 


" yearly. 


‘APPENDIX III 271 


restaurants and hotel dining rooms the inspectors do some teaching to the 
proprietors and to food handlers. The problem of eating places in the area is that 
most of the buildings are old, except for a few restaurants in the larger centres. 
Thus, the problem is to keep such establishments up to a basic hygienic 
standard. As well, there is the problem of the education of food handlers. 
Courses were given some six to seven years ago but they were not widely 
attended nor accepted and, indeed, because of the rapid turnover, probably had 
limited impact. It is felt that some improvement is needed in the smaller 


restaurants, but that this will be difficult to obtain because of the cost involved 
in improving the general premises in order to enable them to reach basic 
| standards, and also because of the problem of employing staff who are 
sufficiently interested and educable in proper food handling techniques. 


On request, the eating and washing facilities in hospitals are checked 


Coin Laundries 
So far there are only a few, which present no problems. They are inspected 


_ from time to time. 


School Sanitation 
Schools are checked once a year for their general sanitary arrangements and 


_ re-checked if indicated. Except for a few of the remaining small rural schools, 
_ the sanitary arrangements in the schools have vastly improved in recent years 
_ and are generally satisfactory. It is difficult for the small rural schools to provide 
adequate sanitary arrangements. Pressure is being placed by the Health Unit to 


try to assist the education authorities and others in furthering the school 
consolidation programme. 


Swimming Pools and Areas 


The open public swimming pools are sampled three to four times in the 
season for the use of chlorine, etc. A filtration plant and chlorination equipment 
were recently installed in the swimming pool in Englehart. This has greatly 
improved the safety of this particular pool. Swimming beaches are checked two 
to three times a week during the summer. Private pools are only checked on 


request. These have not presented any great problem so far. 


Camps and Resorts 
Summer camps and resorts are inspected annually for the provincial 


licensing requirement, and once or twice more if they operate throughout the 


entire summer. This is a general sanitary inspection of water, sewage, and 
kitchen facilities, etc. These present no particular problems. 


Garbage 


In urban centres regular collections take place. Garbage is handled through 
the municipal works departments. This is not the responsibility of the Health 
Unit. However, the open dumps are visited regularly to be sure that sanitary 
conditions prevail. 


Pest Control 


Pest control is only carried out on specific complaint. It has not presented a 
great problem. 
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Housing 


Housing inspection is carried out only at the request of the municipal clerks, 
the public health nurses, and others, where a possible health hazard is involved. 
The question is usually one of condemning a vacant house. Much of the housing 
in the Timiskaming District is of a substandard nature, but because of the 


economic situation in the area and the low educational skill and wage levels, it is _ 


difficult to do much about this except in a gradual way. In unorganized territory, 
new cottage areas are checked concerning drainage and water supply, etc. 
Most of the cottage areas being built now are in the unorganized areas. 


Air Pollution 


This is no great problem in the area. The only sources of air pollution are 
the extracting processes at some of the mines. The only major one near a 
municipality is at the Lakeshore Mines in Kirkland Lake, where a roaster is used 


to extract the gold. It so far has not proven a problem, but inspection could be | 


carried out if deemed necessary. 


General Comment 


One of the sources of some difficulty is that some of the legislation on 
environmental sanitation, especially concerning inspection, is general in nature. 
This has resulted in somewhat different interpretation and enforcement of the 
regulations from health unit to health unit. It is felt that the legislation and 
regulations need to be more precisely delineated, so that the inspectors will have 
definite legal bases for their programmes. At present, much of the work is done 
by tactful encouragement and pressure, often in the absence of precise legal 
grounds. 


MATERNAL AND CHILD HEALTH 


Prenatal Programme 


During 1961, three series of prenatal classes were conducted in Kirkland | 


Lake, two at New Liskeard, and one in Haileybury. The number of series varies 
from year to year depending upon the need and demand.! A series consists of 
eight classes. The teaching is bilingual. Most of the family physicians send in lists 
of their prenatal patients to the Health Unit and, in general, the family 
physicians seem to value the prenatal classes very much. The facilities used were 
the Young Men’s Christian Association in Kirkland Lake, the New Liskeard and 
District Hospital in New Liskeard, the Misericordia Hospital in Haileybury. 


All prenatal physical examinations are conducted by the patients’ own 
family physicians. However, the public health nurses visit the homes of the 
patients whose names are sent in for educational and follow-up purposes. This is 
done on a once-a-month basis for the first seven months and every two weeks 
thereafter. One name in six in Teck Township is referred to the Victorian Order 
of Nurses staff nurse. In the other areas the work is carried out entirely by the 
public health nurses. There were 1,167 resident live births and 11 stillbirths in 
1962. 


1In 1962, two series only were held. 


: *Approximately 45 per cent of mothers (525) received one or more prenatal visits in 1962 
(includes 79 V.O.N. cases in Teck Township). This figure is obtained by relating the number of 


new prenatal home visits to the number of resident live births in the year as was done by G. K. | 


Martin and K. B. Ladd, “Maternal and Child Health Services, Ontario, 1958”. Canadian Journal of 
Public Health, March 1961, p. 112. This method of calculation is not wholly accurate but gives a 
useful indication. 
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Post-natal Programme 


In the four area hospitals, visits are made by the public health nurses on 
Mondays and Thursdays to all post-partum mothers.1 As soon as possible after 
discharge from hospital, the nurses endeavour to visit each baby in the home 
because it is felt that during this period they can be of maximum assistance2 The 
mothers are also given post-natal care and are urged to go to their 
physician for a post-natal check-up.* Follow-up visits after the initial 
visit are made as indicated by need or request. For those patients seen for post- 
natal care by the Victorian Order of Nurses in Teck Township, visits are made 
during the initial six weeks and then the patients are turned over to the public 
health nurses for any subsequent home visiting. This programme is welcomed by 
all but one or two doctors in the entire District. Even some wealthier private 
patients, as well as those in the lower income categories, are encouraged to 
use the service. A few of the nurses felt that the post-natal visit, other than the 
one in the hospital, should be selective, and that a routine visit should not be 
made to the home also. Others felt that the need for visits was not always clear 
until the mother was in her own home and was actually coping directly with 
the problems of infant care. 


A phenyl-ketonuria testing programme on all newborns was begun in 
September 1962. No positive cases were found by the end of the year. 


Well-baby and Child Health Conferences 


Conferences are held in Kirkland Lake one afternoon a week. The mothers 
are interviewed by the public health nurses and their babies are checked. Only 
if immunization is to be done are the mother and baby referred to the 
Medical Officer of Health No other medical supervision is given at these 
conferences. 


Conferences are also held once a month in Virginiatown, Larder Lake, North 
Cobalt, and Cobalt, and twice a month in New Liskeard and Haileybury. 
Immunization facilities are provided at specific intervals at these conferences. In 
the outlying areas immunization is done by the public health nurses on their 
home visits. 


Attendance at the clinics is high. There are twelve conferences held in the 
area during each month except during the summer months. The number of 
individual cases of all ages attending in 1962 was 1,031 (not including solely 
immunization clinic visits). Also indicative of the high degree of acceptance of 
the programme is the fact that several doctors encourage their patients to attend 
these well-baby conferences routinely.” Except for immunization purposes, 
attendance drops off sharply for children over 12 months of age. 


1Except in one or two instances where the family doctor has indicated he does not wish it. 
i i th of age (749) were 

2In 1962, approximately 64 per cent of newborn babies under one month } 
visited by the public health nurses. If V.O.N. visits (65) are added, the total is approximately 710 
per cent. It should be added that almost all infants are visited at least once in the first year of ae 

3Some doctors do not carry out post-natal examinations routinely and on occasion the practice 
of urging patients to seek one may create some friction with such doctors. 

*See p. 268, for antigens given. phn — * 

S’There were 1,167 resident live births in 1962. The number of individual attenders wou a 
include many babies born in 1961 and exclude those born at the end of 1962. The actual per 
centage of attenders under one year of age is unknown but a possible rate of about soot Dit 
cent of eligible infants may be estimated, if one assumes that only a relatively few children 
Over one year are brought. 
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At three months of age a letter goes out in the Teck Township area to urge 
the new parents to get their children immunized. In outlying districts where no 
convenient conferences are held, the public health nurses try to visit the children 
of three months, six months, and one year of age. More frequent visits are made 
where indicated. 


General Comments on Maternal and Infant Health 


The co-operation between the doctors and public health nurses is generally | 
good. A few of the doctors have expressed concern that public health nurses are 
apt to be overzealous, in their view, in referring patients to them for minor 
problems of diet, adverse family conditions, etc. Most of the doctors 
accept the immunization programme readily as a valuable aid to them, 
but a few regard it as interference with their prerogatives. One doctor in 
particular will have nothing to do with the Health Unit services. His maternity 
patients are not visited by the public health nurses. Only if they come 
voluntarily to any of the conferences are they seen. | 


On the other hand, some of the nursing and non-medical people in the area | 
expressed concern over the varying standards of obstetrical care available in the 
area. Some doctors, it was indicated, show little interest in prenatal and 
especially post-natal maternal care. The view was expressed that a consultant 
obstetrician was badly needed in the area. It was felt that not only could he cope 
with problem cases but that his presence would have a salutary effect on the 
standard of prenatal and post-natal care provided. It is understood that though. 
some of the physicians would welcome such a colleague, others would regard him 
with less warmth and would use his services rarely at most. 


Infant Boarding Homes and Boarding Homes for Mothers 


In the Province of Ontario, the Maternity Boarding Homes Act requires that 
anyone boarding a child under the age of three years for money must obtain. 
permission from the Medical Officer of Health. The public health nurses visit the 
homes before licences are granted. The homes are supervised monthly there- 
after and there is close co-operation between the Children’s Aid Society and 
the Health Unit. The Unit staff feel that licensing should be made a responsibili- | 
ty of the Children’s Aid Society. | 


Pre-school Child Health Programme 


The Well-baby and Child Health Conferences, already mentioned, are 
available to older pre-school children but there tends to be a considerable 
falling off in attendance once the child reaches one year of age. The nurses will 
visit homes as requested by the doctors or families or as they themselves note the 
need. 


At the time of the pre-school spring “round-up”, letters are sent out 
requesting parents to have their family doctors examine all children who will be 
starting school. If this is not done, they are again urged to have it done when the 
child first comes to school. The Health Unit pays for this examination and about 
70 per cent usually are examined in this way.’ For the remainder, the public 
health nurses do a general inspection once they reach school and those children 
with defects are referred to the family physician. These are subsequently fol- 
lowed up to be sure that something is done. In co-operation with the school 


t 


1In 1962, 746 pre-school examinations were carried out by family physicians. 
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| authorities in the larger communities, the nurses also interview the mothers of 
| the children starting school at the time of the pre-school registration. This has 
| been found to be satisfactory and beneficial to the child, parents, and the service 


in the schools. 
SCHOOL HEALTH SERVICE! 


Primary School Service 


In all grades a rapid classroom inspection is carried out by the public health 


_ nurses shortly after the opening of school in September to detect any communi- 


cables diseases, head lice, etc. Likewise, a rapid inspection is done after the 


_ Christmas and Easter vacations at the discretion of the public health nurse. 


Early in the school year a meeting is held in each school between the 
principal, the staff, and the public health nurse to discuss the school health 
programme for the year and to obtain any comments and suggestions. The 
Medical Officer of Health and the principals meet every few years as well. 


The nurses carry out general inspections of all new pupils in the schools, 
such as those who have transferred from a school outside the Health Unit area, 
unless an inspection has been recorded within the present school term. All pupils 
in Grade VIII have a nurse inspection, and annually all pupils with uncorrected 
defects are checked. Otherwise, only children referred by the teacher are 
checked. This is based on a conference between the teacher and the public health 
nurse. As well, children may be referred by parents. Annual nurse-classroom 
conferences are held on pupils in Grades II to VII inclusive, on an annual basis. 
If the pre-school examination has not been completed by Christmas time in the 
first year of attendance, then the nurse does a health inspection and refers 
children with health problems. Children are referred to the family doctor for 
medical inspections whenever the public health nurse or teacher feels that this is 
desirable. 


The Health Unit pays the physician for any school examinations carried out. 
In 1962, there were 405 medical examinations carried out on elementary school 
children. 


Vision testing is carried out by the nurses in Grade I (usually done after 
Christmas so the child will have had a chance to adjust to the classroom), in 
Grade IV, Grade VI and Grade VIII? In addition, tests are done on individual 
children brought to the attention of the public health nurse by the parent or the 
teacher. All children known to have defective vision are checked annually as are 
all new admissions to a school. Children with defects are referred to their family 
doctors. 


Records are kept alphabetically and according to classroom. This includes 
all visits, immunization records, pre-school medical cards and any subsequent 
findings. Pupils with skin infections are readmitted either through the Health 
Unit office by the Medical Officer of Health or the public health nurse. In rural 
schools they are readmitted by the teacher, when the area’s notification of com- 
municable diseases is carried out, using special forms left with the teacher for 
notification to the Health Unit. The teacher may also reverse the charge of a 
telephone call to report a communicable disease. 


1In 1962, there were 69 elementary schools with 10,420 pupils and 5 secondary schools with 2,874 
pupils in the Health Unit area. 

2Testing is done with the illiterate Snellen chart in Grades I and II and thereafter the 
projecto-chart is used. 
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Tuberculin testing is done using the Heaf Test and an attempt is made to do 
an entire school every few years. All positive reactors are X-rayed at the chest 
clinics and a therough investigation is carried out. 


Gross hearing testing is carried out in Grade I and thereafter as indicated. | 


There is no audiometric programme. 


Secondary School Service 


Children taking part in physical sports in the high school are referred for 
medical examination before the competitive sports begin. The costs are paid to 
the family doctors at the rate of $2.00 for each examination. On entering Grade 
IX all students with uncorrected defects may be referred for a medical examina- 
tion and are interviewed. All students who have not had a medical in Grade I 
and no subsequent record of medical examination are referred for one. In 
addition, the teacher may refer, through the nurse to the family,! any student 
in high school whom she feels requires a medical examination. 


Vision tests are done on any student brought to the attention of the nurse 
by parents or teachers or other interested persons. Annually, all students who 
have defective vision are brought to the attention of the nurse. In three of the 
communities, Englehart, Haileybury, and Cobalt, routine vision testing is done 
on all Grade XI students. All new admissions to the school from outside the 
Health Unit are also given routine vision tests. 


One of the most important services has been that of counselling, and the 
students in the high school are frequently referred by teachers to the public 
health nurse for counselling. This is done on a straight teacher-referral or 
self-referral basis.2 In turn, problems which the nurses feel they are inadequate 
to handle may be referred to the Children’s Aid Society which has a staff of 


several trained social workers. They are the only trained social workers in the | 


entire district and frequently are heavily loaded with work in relation to their 
regular duties. It is felt by many that there is a need for a definite child guidance 
programme, particularly in the high schools, and some measure for psychiatric- 
psychological counselling, diagnosis, and on-going treatment of those requiring 
it. They feel that these problems are among the most serious which they are 
facing. 

General Comments 


The opinion was expressed that the vision tests could well be carried out by | 


someone other than the nurses, if such people were available. Some of the nurses 
felt that some of the teachers were apt to turn over to them a good deal of minor 
first-aid work which, in their view, could be carried out by the teachers 
themselves. 


It has been found that, increasingly, pupils are being referred to the public 
health nurse because of emotional and psychological problems. Although they 
can handle most of the minor ones, it is difficult to do so for those that are more 
serious but not sufficiently serious to warrant referral to a mental hospital. The 
guidance teachers are essentially in the vocational counselling field and feel 
inadequate to handle these problems. The public health nurses, on the other 


7In 1962, 152 secondary school students received examinations as a result of referrals for these 
various reasons. 


*Seven hundred and ninety-six secondary school students were interviewed in 1962. 
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hand, feel that beyond the rather minor types of problem they too are in- 
adequate to handle them. Both school authorities and the public health nurses 
feel very strongly that there is the need for psychiatric and psychological 
services on a regular basis. At present the only psychiatric service available is 
by referral to the Ontario Hospital in North Bay. 


There are opportunity classes in the public schools but so far the separate 
schools do not have these facilities. This means that sometimes pupils can be 
transferred by consent from the separate to a public school, but in many 
instances they remain in the separate school and continue to present problems to 
the school and fail to develop adequately themselves. 


There is a retarded children’s school in Kirkland Lake which receives some 
local and provincial grants. This was started as a private venture for children 
who are below the intelligence level acceptable to the primary schools. 


Some of the nurses expressed the view that there was still too much routine 
work being done by them in the school programme, and that the teachers could 
do many of the straightforward things, such as weighing and measuring. On the 
other hand, several of the school authorities felt that they would like to have the 
nurses there full time to do first aid. 


Another problem as seen by the school authorities is a need for dental serv- 
ices. There is a tremendous backlog of dental caries and bad teeth in the far 
northern area. At one time the Red Cross and the Health Unit provided a dentist 
in one school for all area students. This arrangement was abandoned about ten 
years ago. Therefore, the only actual dental supervision is by a public health 
nurse who does a rapid survey only. Needy cases in children are referred to 
service clubs to pay for such care as they may require. Those under the super- 
vision of the Children’s Aid Society are paid for by the Municipal Departments 
of Public Welfare. The problem, however, is that the Municipal Welfare Depart- 
ments will only pay for extractions and not for general corrective work. At 
present there is some further difficulty in getting dental care because there are 
only eleven dentists in the area and these are frequently booked well ahead. The 
school authorities and nurses feel that some type of organized programme 
would be desirable. 


Children with limited vision also present a problem. They are referred to 
their own doctor or the eye, ear, nose and throat specialist in Kirkland Lake who 
has a waiting list of about six months for an appointment. Another problem is 
how to obtain glasses for them when required. The service clubs help and the 
Children’s Aid can get welfare assistance for those children under its care but 
even this help is sometimes difficult to obtain. 


The school authorities are happy with the immunization programme. They 
have found the sanitary inspectors’ reports particularly helpful with the rural 
school boards in getting improvements in facilities, wells, a new roof, new floor, 
and modern sanitation, etc. 


In the outlying areas the public health nurses visit the small schools only 
once a month in some cases. The education authorities wonder if this is really 
sufficient. 


INo specific data were obtained on this programme. 
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HEALTH EDUCATION 


Health education is done on a personal contact basis by all members of 
the staff as they carry out their duties. They use the available literature from the 
provincial Department of Health. There is good co-operation with the newspa- 
pers and other mass media in the area. 


ACCIDENT CONTROL 


This is largely a follow-up on poison control reports from the Kirkland Lake 
and District Hospital Poison Control Centre. When they are visiting the homes 
the public health nurses and sanitary inspectors do check up on obvious hazards 
and make recommendations for removing them. The mines have their own 
safety programmes. 


PuBLIC HEALTH NURSING AND HOME CARE 


A major need in the area, as seen by the Health Unit staff, is for 
comprehensive facilities and services for the chronically ill and the aged. The 
only available bedside nursing care is that of the Victorian Order of Nurses in 
Teck Township. It has been found necessary by the Unit to provide a limited 
bedside service of an emergency type, such as giving injections and changing 
dressings, in areas without service by the Victorian Order of Nurses.1 At the 
moment the Unit does not have sufficient staff and funds to provide more 
extensive visiting home nursing care for those discharged from hospitals, and for 
the chronically ill. Homemaker services are also felt by the Health Unit staff to 
be needed. One suggestion has been to use registered nursing assistants under 
supervision.” Cases referred to the new Mental Health Clinic and discharged from 
the Ontario Hospital in North Bay are followed in the home by the public health 
nurses in co-operation with family doctors and others concerned. 


CANCER CONTROL? 


The Medical Officer of Health is voluntary chairman for the Ontario Cancer 
Foundation Diagnostic Clinics in the Timiskaming District. These clinics are held 
on alternative months in Kirkland Lake and New Liskeard, with the assistance of 
volunteers from the local branches of the Canadian Cancer Society in the 
Kirkland Lake and tri-town! areas. Cases on referral are seen for diagnosis, and 
follow-ups are made on all patients returning from treatment at the 
Princess Margaret Hospital in Toronto.® The public health nurses visit cancer 
patients in their homes to give limited nursing care and to obtain socio-economic 
background information’ The clinics have a volunteer staff of four doctors from 
the local medical societies, including the Medical Officer of Health. The Unit 
public health nurses serve in the clinics. 


1Two hundred and forty-five bedside-care public health nursing visits were made in 1962, as 


well as visits to six cancer patients and 70 orthopaedic patients. Twenty mental health visits 
were made. 


2See p. 280. 

’See also p. 295. 

4New Liskeard, Haileybury and Cobalt. 

‘Total attendance in 1962 was 149 at 10 clinics. 

°Forty-nine such home visits to six cancer patients were made in 1962. 
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All reports go to the family doctor and in turn to the Princess Margaret 
Hospital in Toronto. The public health nurses also make limited visits to two of 
the local hospitals on cancer patients. Most appointments at the Princess 
Margaret Hospital are booked through the Unit. If patients require transporta- 
tion this is arranged and the Ontario Cancer Foundation will pay for it. The local 
Cancer Societies upgrade the fare to a first class one when desirable. 


MENTAL HEALTH 


In the past, from time to time, clinics were sent from the Ontario Hospital at 
North Bay, which is the nearest Ontario Hospital.! There has been interest in 
establishing a regular monthly clinic and the first of these was held in November 
1962, in Kirkland Lake. Staff is supplied from the Ontario Hospital at North Bay. 
The clinic is conducted with the support of the local doctors and the Health Unit. 
The cases are obtained on medical referral.” Additional information is gathered 
by home visits by the public health nurses. Cases discharged from the Ontario 
Hospital in North Bay, if referred, and patients referred from the clinics are 
followed by the public health nurses in co-operation with the family doctors and 
any concerned agency, such as the schools and the Children’s Aid Society.* 
Refresher courses are offered by the Ontario Hospital for the public health 
nursing staff, and its social worker offers advice and guidance regularly. 


EMERGENCY MEASURES ORGANIZATION 


The Medical Officer of Health is the Medical Director for the District but, 
because of uncertainty about this programme at senior levels of government, the 
local programme remains inactive. 


LIAISON WITH OTHER HEALTH SERVICES 


The Medical Officer of Health is not a member of any of the hospital boards 
but is a member of the consulting staff of the Kirkland Lake and District 
Hospital. He is consulted on communicable disease problems, and is on call for 
the other hospitals in the event of any problem which they wish to refer to him. 
None of the hospitals has an active infections committee. The Medical Officer of 
Health is an active member of the Kirkland Lake and District Medical Society 
and has good relations with the doctors in the area.* 


Relations with the provincial Department of Public Welfare staff and local 
welfare officers are good. Relations with the Victorian Order of Nurses in Teck 
Township are close.’ The Medical Officer of Health is an active member of the 
board of the local branch of the Ontario Tuberculosis Association.® There is close 
liaison with the local branches of the Canadian Cancer Society.7 There is close 


1The last was in 1955. 

2Bight cases to the end of 1962. 

3In 1962, twenty home visits were made. 

4Only one or two show some reluctance in co-operating with the Unit’s programme. 
5See pp. 290-291. 

6See p. 293. 

7See p. 295. 
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co-operation with the orthopaedic clinics operated by the Ontario Society for 
Crippled Children and with the Society’s district nurse.! The Unit nurses keep 
close contact with her and visit homes on request.? There is also good co-opera- 
tion with the staff and clinics of the Rehabilitation Foundation for the Disabled® 
and with the local work of the Canadian National Institute for the Blind.t There 
is good co-operation with the Children’s Aid Society.® At their request, homes 
are visited and health matters are followed up. In turn, referrals about social 
problems are made to the Society. 


Local service clubs provide glasses and some dental care for needy families.® 
The Unit keeps in close touch with the welfare committees of these clubs. 


GENERAL COMMENTS 


Dental health care, not only for low-income families but for all families in 
the District, is considered to be a major health problem. There is an over-all 
shortage of dentists, especially in the southern section.7 


There is also felt to be a growing need for more adequate services and 
facilities for the elderly and the chronically ill, including visiting nursing, 
homemaker services, physiotherapy, and varied kinds of accommodation. The 
Unit would like to provide more visiting bedside nursing care, possibly using 
registered nursing assistants under supervision, but is hampered for financial 
reasons in doing so. Rural areas are regarded as having particular needs for 
these services but tend to be reluctant to provide the required funds. 


Public Health Services in Municipalities 
Outside the Health Unit Area 


Five organized townships, including two villages and four unorganized 
townships, and one town, have not voted to enter the Health Unit area.’ They 
contained a population of approximately 3,274 people at the end of 1962 and 
are served by part-time medical officers of health who are local practising 
physicians. They are paid modest honoraria® based on the population served 
and carry out only the basic statutory responsibilities. In an emergency they 
could turn to the Health Unit staff for assistance on a specially arranged basis. 


To the observer, the contrast in services between the Unit area and the 
outside areas is striking indeed. The former is covered by an extensive, full-time 
programme whereas the latter have almost no services. It would seem most 
desirable for the outside communities to be included in the Health Unit. 


1Two clinics with 79 cases attending in 1962. See also p. 292. 
2Seventy cases visited in 1962. 

2One clinic with 43 cases attending in 1962. See also p. 292. 
4See p. 294. 

5See p. 296. 

®See p. 289. 

“See p. 283. 


*Brethour township, Casey township, Dack township, Hilliard township (including Thornloe 
village), Matachewan township (including Matachewan village and the unorganized townships of 
Cairo, Yarrow, Powell, and Kimberley), and the town of Latchford. At the end of 1962, 


Matachewan township reverted to unorganized territory status. r 
®*These are in the range of $25.00 to $100.00, depending on the population served. 
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PHYSICIANS 
General 


There are 34 physicians in the District, seven of whom are in full-time 
specialist, laboratory, or administrative work.! Several others, including one 
certificated general surgeon, devote most of their time to surgery. Group practice 
is well established in Kirkland Lake and Englehart, whereas elsewhere the 
pattern is one of solo practice. Most of the practitioners do their own obstetrical 
work and a varying amount of gynaecological and general surgery. In one of the 
groups, major surgery is largely done by the only certificated surgeon in the area 
and by the more senior members who have had a good deal of experience. Most 
eye, ear, nose and throat problems are referred to the specialist in Kirkland 
Lake. Except for emergency care, the practice is to refer the more rare surgical 
problems, such as neurosurgery, spinal surgery, cardiac surgery, and some 
orthopaedic surgery, to specialists in Toronto? Cancer cases requiring extensive 
surgery, and all requiring radiotherapy, are referred to specialists and to the 
Princess Margaret Hospital in Toronto. Many orthopaedic problems in children 
are sent to the Hospital for Sick Children in Toronto. Until recently there was a 
qualified urologist in practice in Kirkland Lake. Now a urologist from North Bay 
comes up once a month. However, most urological cases tend to be sent to 
Toronto. Severe psychiatric problems are referred to the Ontario Hosptial in 
North Bay, though some are referred to a private psychiatrist in Sudbury. 
Tuberculosis patients go chiefly to sanatoria at Weston (Toronto), Sudbury, and 
Hamilton. The special annual or twice yearly clinics, supported by the Ontario 
Society for Crippled Children*® and the Rehabilitation Foundation for the 
Disabled,* are used for referral. The new visiting mental health clinic is an 
additional service for referral cases. 

The two radiologists in Kirkland Lake provide diagnostic X-ray services on 
a scheduled basis to the four hospitals in the District as well as to a number of 
hospitals outside the area. The pathologist in Kirkland Lake is director of the 
laboratory in the local hospital and a qualified biochemist on his staff visits the 
hospital in Englehart once a week to carry out certain laboratory procedures. 
The internist is director of the laboratory in the hospital at Haileybury. He also 
is in charge of the laboratory in the hospital at New Liskeard, only five miles 


1Kirkland Lake—18—includes: 
One group of seven. 
One group of four (one is a certificated surgeon). 
One in solo practice. 
One qualified eye, ear, nose, and throat specialist. 
Two qualified radiologists. 
One qualified pathologist serving as hospital laboratory director. ‘ : 
One doctor at the Ontario Workmen’s Compensation Board Miners X-ray Station. 
The Medical Officer of Health (a certificated public health specialist). 
Larder Lake—1. A certified surgeon recently left. 
Virginiatown—1. 
New Liskeard—6, two of whom worked together. 
Englehart—3, working as a group. : — ' p 
Haileybury—4, including a qualified internist with special training in pathology serving as 
hospital laboratory director. 
Cobalt—1. 
2North Bay and Sudbury have qualified specialists in a number of fields but these are sent 
only a relatively small number of referrals. It is felt that if one must be sent outside, the 
travel time to Toronto is not much greater. 


See p. 291. 
4See p. 292. 
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away. As mentioned elsewhere, local doctors, including the Medical Officer of 
Health, staff the cancer clinics in the area.! The Medical Officer of Health and his 
staff provide a diagnostic and follow-up chest clinic service.” 


Comments 


It was felt by many of those interviewed that one of the serious problems 
was the shortage of qualified specialists, especially in the more common fields of 
internal medicine, general surgery, obstetrics and gynaecology, and paediatrics. 
Their absence, or at best extreme scarcity, has meant that the doctors in the 
District have tended to undertake procedures, especially in surgical fields, which 
are now regarded in the more populated areas of the Province as requiring 
specialists. Though some doctors recognize the problem, and would in fact 
welcome such specialist colleagues, one has the impression that others would be 
reluctant to alter the present scope of their practices by referring much work to 
them. It is true that the location and nature of the District has, by and large, not 
proven attractive to many specialists to date, but not all of the discouragement 
has come from the physical environment. On the other hand, the doctors in the 
Kirkland Lake area were among the first to encourage the post-graduate 
education programme of the university medical faculties, supported by the W. K. 
Kellogg Foundation and the Ontario Medical Association. Approximately five 
one-day special refresher clinics on different subjects? are held each year with 
staff from the universities, chiefly the University of Toronto. All area doctors are 
invited as well as others within a reasonable distance. These clinics have been 
well attended by most of the local practitioners. 


In general, relations with the Health Unit are good. Most doctors welcome 
the prenatal, post-natal, immunization, school, and home visiting services 
provided.t'5 Some minor differences arise on occasion where public health nurses 
refer people to their doctors for matters which the latter may sometimes feel do 
not warrant a visit, or where public health nurses urge people to seek a degree of 
prenatal and post-natal care which not all of the physicians routinely provide. 
These minor problems seem to be overcome by mutual tact and goodwill. On 
the other hand, one doctor has almost no co-operative relationships with the 
Health Unit and a few seem to regard the Unit as the “thin edge of the wedge 
of state control’. 


The doctors in the communities with hospitals would be most loath to lose 
these facilities through some type of area co-ordination which might change the 
two larger hospitals into base hospitals with the more complex ancillary staff and 
facilities, and convert the smaller hospitals into medical and chronic units only. 


Some concern was expressed over sending materials for laboratory exami- 
nation to the Provincial Laboratories in Timmins and North Bay when free or 
low-cost service was required. The two larger hospital laboratories feel they 
could do many of these but are hampered because of having to charge for their 
services. Another related complaint was over the time lag before reports came 
back from the more distant laboratories in some instances. 


1See p. 278. 

2See pp.. 267-268. 

Topics such as heart disease, cancer, and general surgery, etc. 
4See p. 268, pp. 272-274 and p. 278. 


5 Two men remarked that they felt the services gave needed care to their patients and enabled 
them to devote their time to clinical work. 
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DENTISTS 


There are 11 dentists in the area.1 None are dental specialists. Several are 
older men who are only partly active. The District has not been able to attract 
sufficient numbers of younger men to replace those lost by retirement and death. 
At present the shortage is more acute in the tri-town area.? Waiting lists are long 
and some dentists have had to restrict themselves to offering full service only to 
people in their immediate areas. Others are given only emergency care. For 
example, New Liskeard, Cobalt, and Haileybury, which draw patients from a 
surrounding population of about 20,000-25,000 people, have only three dentists, 
one of whom is only partly active. Two dentists died in recent years and no 
replacements have come to begin practice. Some people go to dentists in nearby 
parts of Quebec but these areas are also short of dentists. The Ontario 
Government and Red Cross dental rail cars come to the outlying parts of the 
District every few years, but these services have had to be curtailed in recent 
years because of an inability to obtain sufficient dentists to man all of them. 


OTHER PROFESSIONAL AND TECHNICAL PERSONNEL 


Registered nurses to do hospital nursing are in short supply, especially in 
Haileybury where the shortage is acute. The picture is better during the winter 
and worse during the summer. Qualified dietitians, physiotherapists, social 
workers, and laboratory and X-ray technical personnel are either in very short 
supply or, in certain instances, are non-existent. Most of the nurses and many of 
the other personnel are married women whose husbands work in the area. 
Because unskilled and semi-skilled jobs are more common, the number of 
families which contain professionally trained people of any kind are relatively 
few. 


HOSPITALS 


There are four general hospitals in the District, the Kirkland and District 
Hospital at Kirkland Lake, the Misericordia Hospital at Haileybury, the New 
Liskeard and District Hospital at New Liskeard, and the Englehart and District 
Hospital at Englehart. 


Kirkland and District Hospital 


This municipally owned public general hospital has a rated bed capacity of 
162 beds, including 19 for chronic cases and 29 bassinets. The average occupancy 
rate was 80 to 85 per cent in 1962. Much of the hospital is of recent construction* 
and is well equipped with operating room, X-ray, laboratory, and other surgical 
facilities. The medical staff, both active and honorary, number 23. Of these, two 
are qualified radiologists, one is a qualified general surgeon, one is a qualified 
pathologist, one a qualified eye, ear, nose, and throat specialist, one is the Medical 
Officer of Health,® and one the chest physician,‘at the Compensation Board.® 


iKirkland Lake—7; Virginiatown—1; New Liskeard—2; Cobalt and Haileybury—1 (an office in 
each). 

2New Liskeard, Cobalt, and Haileybury. 

3On the average there were 146 general beds, 19 chronic beds, and 28 bassinets reported, as set 
up by the 1962 Canadian Hospital Directory. 

4Built in 1926 with additions in 1935, 1939, and 1959. 

5A certificated specialist of the Royal College of Physicians and Surgeons of Canada in public 


health. 
6A qualified urologist comes from North Bay once a month to do surgery. 
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The hospital administrator is a graduate of the University of Toronto course in 
hospital administration. 
The non-medical full-time staff number 225:! 


registered Nurses |MA4n. MO HOQSA, ah Ae 70 
auxiliary iursing *Staflaee. aie. 3... Saat keree Se 30 to 402 
registered laboratory technologists .......... 23 
registered (X-ray? technicians® 25a. faye. ser 3* 
ANCA OtHErsilh a Mey ee. Ree SEES eeeeTed ccd me Nmeeetee + ae 110 to 1205 


The hospital is accredited by the Canadian Council on Hospital Accredita- 
tion, but some of its staff shortages could jeopardize this standing. Registered 
nurses are in reasonable supply, except during the summer vacation period, but 
nurses with additional graduate training in administration, and nursing educa- 
tion, etc., are almost impossible to obtain. Though facilities are available, at the 
time of the visit the hospital was without a physiotherapist. One subsequently 
joined the staff in January 1963, but it is uncertain how long she will stay. A 
qualified dietitian also came at that time. Medical record librarians and medical 
social workers are almost unobtainable. Registered laboratory and X-ray techni- 
cal personnel are in short supply. 


The medical staff has department chiefs in medicine, surgery, and obstetrics. 
There is an active tissue committee chaired by the pathologist but other staff 
committees are not too active. 


Misericordia Hospital 


This public hospital was built in 1929 as a large general hospital. It is owned 
and operated by the Sisters of Misericordia, a Roman Catholic religious order. In 
1932, two of the floors were taken over by the Ontario Government as a 
provincial sanatorium which received grants on the same basis as the other 
sanatoria in the Province. This arrangement ended in 1959 and the sections were 
again turned for use back to the hospital. The building is in good condition and is 
well equipped with operating room, X-ray, laboratory, and other physical 
facilities. It has a rated bed capacity of 156 beds and 12 bassinets.® The average 
over-all bed occupancy was about 80 per cent in 1962, exclusive of the chronic 
wing and women’s section. There is a waiting list for the chronic wing and there 
is a long waiting list for the women’s medical and surgical wing. 


At the present time, there are 10 doctors on the active staff and four doctors 
on the courtesy staff, including the Medical Officer of Health. The laboratory 
director is a qualified internist with special training in pathology. The X-ray 
department is visited several times weekly by one of the qualified radiologists 
from Kirkland Lake. There are no active special staff committees at present. The 


1As of October 1962. 

2Mainly registered nursing assistants. 

8Approval of a course for two candidates a year was given in 1963. 

4Approved course given at the hospital. 

5Includes orderlies, kitchen, maintenance, housekeeping, and clerical staff. 

°As of October 1962, there were 199 beds set up, divided into 88 chronic beds, 25 paediatric beds, 


36 female medical and surgical beds, 39 male medical and surgical beds and 11 obstetrical beds. 
There were also 12 bassinets set up. 
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hospital administrator is the Sister Superior and the assistant administrator has 


had business experience. He is planning to take the Canadian Hospital Associa- 
tion extramural course in hospital administration. 


The non-medical full-time staff number 253:! 
registered nurses (including some of the sisters 


CRADLE OL CIOS ah. tide tue eee eae ok a ae ete ee ee 25 
ESCISLCLCMEMUISING ASSIStANlUS 2% «0 oes en es Se a oe 63 
ELGG TINEA ae woeters cre eis Sickert eS ee ROT cena 21 
CEST ese ee Fe Me er Se Ae Ree oO eee 31 
registered laboratory technologists .............. 2 
non-registered X-ray technicians ................ 3 
OEHer Scere See rte it, SES eA PIAS TSA ee Neat  ee 108 


The hospital has been unable to obtain a dietitian and physiotherapist in spite of 
efforts to do so. 


The hospital would like to be accredited, but the severe shortage of 
registered nurses and other qualified staff and the absence of the necessary 
medical staff organization make this difficult to achieve. The nursing shortage 
would be even more serious, were it not that several of the supervising sisters of 
the Order of Misericordia are registered nurses, and by the availability of some 
married nurses in the community. As a result, all of these are in supervisory 
posts and can do only emergency bedside care. The Order is a French-Canadian 
one and the hospital tends to be used by the French-Canadian community more 
than by the English-Canadian community. The latter group tends to go to the 
New Liskeard and District Hospital five miles away. Most of the French-Canadi- 
ans are engaged in farming and mining and, thus, few of the married women 
have taken professional training or advanced education. The relative absence of 
business and industry means that few families with higher education and 
training are attracted to the area. The hospital could not carry on except for the 
use of registered nursing assistants for bedside care. There are even problems in 
getting and retaining a sufficient number of registered nursing assistants. The 
difficulty of providing qualified bedside nursing care of patients is a source of 
considerable complaint by doctors and patients and a matter of deep concern to 
the hospital. 


The hospital has operated a course for certified nursing assistants since 1955.” 
In 1961, the course was shortened from 18 months to 10 months by decision of 
the Province. The hospital regrets this change since their experience was that the 
graduates of the former course could be given certain skilled responsibilities 
whereas those from the present course cannot do so. 


The chronic wing presents a number of special problems. Until recently it 
was the only such facility in the District and it remains the largest. It has proven 
difficult to get adequate medical supervision except by the salaried employment 
of an older doctor In addition to the difficulty in obtaining nurses for the chronic 
care wing there is the additional problem that some staff members do not wish to 


1As of September 1962. 

2Includes kitchen, maintenance, housekeeping and clerical staff. 

3Now known as registered nursing assistants. 

4Not recognized for reimbursement by the Ontario Hospital Services Commission. This doctor 
carried on a small general practice also. 
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care for elderly, chronic patients. The waiting list is long and the patient 
turnover is low. 


New Liskeard and District Hospital 


This recently built lay-owned public general hospital! has a rated bed 
capacity of 41 beds and 17 bassinets.2 The physical facilities are good for a 
hospital of its size. The active medical staff consists of 10 doctors. Most 
specialized surgery is referred to Toronto or Kirkland Lake. There are no active 
special staff committees other than the general staff committee. The laboratory 
is supervised by the director of the laboratory in the Misericordia Hospital five 
miles away. One of the radiologists in Kirkland Lake visits the hospital twice a 
week. The dentists in the area use the hospital for extractions requiring general - 
anaesthesia. 


The non-medical full-time staff number 47:3 
registered nurses”: 48. SSA Y Ove fee. ae 15 
registered nursing assistants t2/3% tue . eae ee 5 
registered X-ray technician ......0.0 0002.00.04... 1 
non-registered laboratory technician ............ i 
others Ays...cizrniss, Le ie es SR REO are be eee 25 


There are 12 to 15 part-time registered nurses on the staff. Staff problems 
are few except for some nursing shortages in the summer months and the 
constant shortage of technicians. New Liskeard is a prosperous community with 
considerable business and small industry. Thus, many of the married women 
have special training, such as nursing. There is no physiotherapist and no 
dietitian but the hospital feels that, though they would be desirable, it could not 
use them adequately. Its size precludes accreditation consideration. The adminis- 
trator has had business experience. 


Chronic care is a problem. At present some beds are in use by chronically ill 
people but the hospital feels the need of a wing with six to eight beds for such 
people. 


Englehart and District Hospital 


This municipally owned public general hospital was a Red Cross outpost 
hospital opened in 1923. In 1955, the community took over ownership and 
operation. A new maternity wing was built in 1960. The physical facilities 
though limited, are good. There is a rated bed capacity of 34 beds and eight 
bassinets.® The only active staff doctors are the three physicians in Englehart. 
There are no staff committees. One of the radiologists in Kirkland Lake comes to 


‘Opened in 1952. The original hospital opened in 1906. 


°*The 1962 Canadian Hospital Directory reports 42 beds and 17 bassinets set up. 
1962. 


8As of October 1962. 
‘Includes orderly, kitchen, housekeeping, maintenance, and clerical staff. 


* Consists of 28 medical and surgical beds, six obstetrical beds, and eight bassinets. The 1962 
Canadian Hospital Directory reports the same number set up. 
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the hospital twice a week. The small laboratory is operated by the bacteriologist 
from the Kirkland Lake Hospital who comes twice a week. The administrator is 
a nurse. 


The non-medical full-time staff number 46:! 


PERISCOPE TUT SES Pe ars coarse aah ott we ee eh eee Ce 6 
registered nursing assistants: ox. COMIN IE. Se 4 
Nurewig aids’ Ay oy SR FL ee ee ae 7 
GLOBE I Fa 6 PRO PO OS 1 
GCtHGrS 2h BEARING HATS NE. De379 2s, ome. ORE. 28 


The obtaining of such professional staff is a serious problem. This is a very 
small community and there are not too many potential people to draw upon. The 
doctors would like additional facilities, such as piped oxygen and auxiliary 
lighting service so that they could do more extensive surgery. The hospital feels 
that the problem of the chronically ill presents some problems, though not 
serious ones, since this hospital is reasonably large for the district it serves. 
There are a number of elderly and chronically ill people in the hospital who 
could be cared for elsewhere, if nursing home accommodation and a home for the 
aged were available. 


General Comments 


A number of problems present themselves in the hospital picture in the 
Timiskaming District. One of these is the serious staffing difficulty which all four 
hospitals are facing to a greater or lesser degree. It is less serious at Kirkland 
Lake, the largest community, and in New Liskeard, a relatively wealthy and 
middle-class town, but it is acute in Haileybury, and to a lesser degree in 
Englehart. This is the case for all categories of professional and technical staff. 
Except for laboratory technologists, X-ray technicians, and registered nursing 
assistants, there are no training facilities in the District. Thus, staff must be 
attracted to the region. 


Another difficulty is the relatively limited medical staff organization, even in 
the accredited Kirkland Lake Hospital. Some doctors seem more or less unwilling 
to accept supervision of their hospital work by staff committees. The hospital 
boards and administrators seem reluctant to be overly vigorous in questions 
involving supervision and standards. 


Another problem is that of chronically ill and aged people who do not really 
need general hospital care but who are in hospital because other services and 
facilities are limited. The Victorian Order of Nurses is active only in Kirkland 
Lake with one nurse.® The Health Unit provides limited visiting bedside care 
services, but is hampered for economic and staff reasons from expanding the 
service. 


Another difficulty the hospitals face is in providing rehabilitation facilities. 
The Ontario Society for Crippled Children* and the Rehabilitation Foundation for 
the Disabled® provide some service. There is a private physiotherapist in the 


1As of October 1962. 

2Includes clerical, maintenance, housekeeping, and kitchen staff. 
°See pp. 290-291. 

+See p. 291. 

5See p. 292. 
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Kirkland Lake area and also one at the Kirkland Lake Hospital. They are, 
however, hard to obtain and retain. 


Ambulance care is also sometimes difficult to obtain as required, especially 
for low-income families. 


Relations between the hospitals and the Health Unit are good.! The public 
health nurses visit all four hospitals (twice a week for the two larger ones and 
once a week in the two smaller ones), to call on all obstetric patients whose 
names have been referred by their physicians. The service includes the patients 
of all but one or two doctors and, therefore, covers most expectant mothers. In 
addition, the public health nurses provide limited visiting to cancer patients in 
the hospitals and on occasion to other patients referred by doctors, to help with 
arrangements after discharge from the hospital. In special instances, limited 
home nursing service is provided in the areas not served by the nurse of the 
Victorian Order of Nurses. The Health Unit is also related to the hospitals 
through the Medical Officer who is a consultant staff member in the Kirkland 
Lake Hospital. 


OFFICIAL WELFARE SERVICES 


Ontario Department of Public Welfare Regional Office 


The Regional Office in Kirkland Lake serves the Districts of Timiskaming 
and Cochrane. There are four sub-offices, one of which is in Haileybury. The 
functions of the staff are to handle applications and to administer directly the 
statutory allowances provided jointly by the Dominion and Province and by the 
Province alone,? and general welfare assistance* in unorganized areas, and to 
supervise generally the administration of general welfare assistance® by the 
organized municipalities. Local welfare administrators, the Health Unit,®> and 
social agencies refer people to the offices as well as direct applications being 
made for the categorical allowances by the people themselves. The staff also look 
for eligible people when they are checking the local municipal general welfare 
assistance files. 


As of October 1962, there were active files on: 


500 Mothers’ and Dependent Children’s Allowance recipients 
250 General Welfare Assistance recipients® 
975 Old Age Assistance recipients 
483 Disabled Persons’ Allowance recipients 
71 Blind Persons’ Allowance recipients 


1See p. 279. 

?These are Old Age Assistance, Disabled Persons’ Allowance, Blind Persons’ Allowance, and 
Mothers’ and Dependent Children’s Allowance. 

°General Welfare Assistance Act, Revised Statutes of Ontario. 


*Cost shared 50 per cent by the Dominion, 30 per cent by the Province, and 20 per cent by 
local municipalities. Certain permissive supplements up to $20.00 per month may be paid at 
the discretion of local municipalities on an 85:25 per cent sharing basis between the levels of 
government and the municipality concerned. 

°“For example, for post-sanatorium allowance, etc. 


°In organized and unorganized municipalities. 
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A number of serious welfare problems exist in this area. There are some 
isolated communities of Indians and Metis, whose living conditions are bad. 
Some live in tents throughout the year and depend upon fishing and trapping for 
a living. In turn, the health conditions are bad in these settlements. 


Another problem in the area is that most lumbermen and many miners do 
| not have any pension arrangements so that they have no financial support other 
than public assistance to depend upon in their old age. Quite a number are living 

in severely straitened circumstances and in substandard boarding accommoda- 
tion. 


| Teck Township Welfare Department 


In most of the municipalities in the District the local clerk-treasurer is also 

the local welfare administrator. Few of the municipalities provide benefits in 

excess of the minimum required by statute. There is also variation in the 

strictness with which the provisions of the General Welfare Assistance Act are 
interpreted. 


Teck Township has a separate Welfare Administrator. Most of the people 
served are either those who are unemployable for health reasons but who are 
not sufficiently disabled to qualify for the categorical allowances,! or unemployed 
people, chiefly unskilled, who could work if jobs were available. On an 
individual case basis supplements are paid in the winter to those with large 
families, to the elderly for special medication, and rent, etc., and to those whose 
unemployment insurance benefits are inadequate. At best, however, the rates of 
payment are low. Premiums for hospital insurance under the Ontario Hospital 
Insurance Commission are paid by the Municipality of Teck Township only on 
behalf of those likely to be ill for one month or more per year. Otherwise the 
statutory per diem indigent rate is paid according to the number of days in 
hospital. Glasses are provided for elderly people on welfare, and the service clubs 
help with children. Only dental extractions are covered and any remedial work 
in children, or dentures in older people, are provided by the dentists at no cost 
or are paid for by service clubs. Certain medical needs are met through the 
Ontario Medical Welfare plan but some doctors have been reluctant to take 
patients thus covered. 


Among the health-related problems seen by the local welfare authorities, for 
which satisfactory solutions are not at present available, are dental cases, 
borderline psychiatric cases needing some care but not certifiable, and elderly 
people, especially single men, who need care but are ineligible for the chronic 
care wings in the hospitals. Another difficulty is that of some families of low 
capacity, poor education, and multiple ‘chronic’ welfare needs. 


The Welfare Administrator works closely with the Ontario Department 
regional staff, the Health Unit staff, and the Children’s Aid Society staff, and 
other groups on specific cases. 


ACCOMMODATION AND FACILITIES FOR THE AGED 


The Northdale Manor, New Liskeard” 


This is a home for older people sponsored by the United Church Board of 
Evangelism and Social Service. It is directly operated under the Board of three 


1This group includes miners who are often comparatively young but have moderate silicosis. 
2There is also a boarding home in the District run privately for ambulant older people and 
taking up to a dozen people. It was not visited. 
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regional presbyteries and, in turn, by a local board for the home itself which 
meets monthly to set policy and dispense funds, etc. The Superintendent is a 
practical nurse. There are 15 single rooms and 10 double rooms, including 
married quarters for two couples. More men than women apply, since the older 
single male population tends to be higher proportionately in this area than 
elsewhere. The residents must be physically well and require only minimal 
supervision. If they become ill, only short-term care is provided. People with 
some senile changes may remain as residents, as long as there are no serious 
difficulties of co-operation, care, and adjustment. 


The 1962 cost was $77.00 per person per month. The provincial Department 
of Public Welfare will pay a per diem rate based on the means of the residents. 


The home also receives assistance from the Board of Evangelism of the 
United Church, and from other United Church organizations, and, as they are 
able, the residents. Most are United Church people but other Protestant groups 
as well as several Roman Catholics are represented among the residents. Church 
services are arranged with the local ministerial association and the local priest 
cares for the Roman Catholic residents. 


The home is extremely pleasant, comfortable, and well equipped. It meets 
the needs of people chiefly of a middle-class background. 


General Comments 


The problems of elderly people who are chronically ill and who require 
either institutional care or organized home care services have been described 
previously.! Older people who are ambulant and require minimal care present 
another problem. An organized home care programme would help. For those 
who could not live alone some type of satisfactory, low-cost boarding situation 
is needed. A particular problem in the area is that of elderly, single, and retired 
miners who are wholly dependent on the Old Age Security Pension. Good low- 
cost boarding situations with the exception of one small private boarding home 
and the home for old people operated by the United Church of Canada in New 
Liskeard are not available. In December 1962, in Kirkland Lake (Teck 
Township) a vote on the question of building a municipal Home for the Aged 
was passed by a large majority. The building of the Home may do much to 
relieve the need. 


OTHER VOLUNTARY HEALTH AND SOCIAL SERVICES 
The Victorian Order of Nurses, Teck Township 


The Victorian Order of Nurses is active only in the Teck Township area with 
a staff of one nurse with public health training. Formerly there also was a nurse 
in the New Liskeard area, but the service was terminated several years ago for 
financial reasons and also because it was felt that the service was not being 
sufficiently used. The programme in Teck Township which previously had one 
full-time and one part-time nurse, consists of general home nursing care, such as 
bathing, injections, changing dressings, and prenatal and post-natal visits, as 
requested by doctors. The nurse will visit pre-natal patients once a month until 
term and then weekly until the baby is six weeks old. About one referral in six 


1See p. 287. 
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of those sent by the doctors to the Health Unit are passed on to the Victorian 

Order of Nurses. Also, some doctors refer some patients directly to the Victorian 
Order of Nurses. The maternal and infant programme accounts for about 76 per 
cent of the total case load. The nurse also will visit chronic patients, such 
as stroke cases, to provide some exercises and speech training, etc. This 
latter service is only being used to a small extent, partly because its availability 
apparently is not known to all doctors. Two hours a week in the form of a limited 
industrial nursing programme are provided to Weston’s Bakery, one of the larger 
employers in Kirkland Lake. A home nursing course is provided once or twice a 
year as requested by the local area as well. 


| A local voluntary Board handles the budget and provides the nurse with a 
car. The 1962 revene sources in round figures were: 


MP ICI DAIS LANUT es . < ities Oe airs we tec ete oa eee $2,200.00 
Oe MONAT CCUE WME. Mii oes Ul ee eb ae chty Pe oeeae 1,367.80 
SOM VAC MEST! Leste: Aurea kek. eck eee Oeste are 1,600.00 
InterestmonmbOndsStes, oo ty Stee Os FORA. Peas 45.00 

$5,212.80 


The main problems seen by the nurse arise from a lack of community 
facilities. There is no homemaker service, either voluntary or proprietary. This 
creates problems for expectant mothers with small children and for elderly 
people. For the latter group the absence of homes for the aged, nursing homes, 
and adequate boarding facilities for single people, especially men, also presents 
serious difficulties. About 88 per cent of the Victorian Order of Nurses home 
nursing care is for elderly people. 


The Ontario Society for Crippled Children 


The general organization and programme of the Society has been described 
previously.2 The Society has a district nurse with public health training and a 
secretary at the office for the Districts of Timiskaming and Cochrane combined. 
Service is provided for children from birth to 19 years of age.*? The nurse works 
very closely with the Timiskaming and Porcupine Health Units. Two clinics a 

year are held by the Society in the District of Timiskaming at Kirkland Lake and 
at either New Liskeard or Haileybury. Specialists are brought from the Hospital 

for Sick Children in Toronto at the request of the local medical societies and 
children are referred by their family doctors to the clinics. The Society’s district 
nurse follows patients and assists the family doctor in their care. She also makes 
arrangements for any children who, it is decided, would benefit from a period at 
the rehabilitation centre in Toronto. Transportation is arranged through which- 
ever service club in a specific community is responsible for the local Easter 
Seal Campaign. 


The Society also operates a crippled children’s camp outside Kirkland Lake 
with an enrolment of about 160 children per season. The camp serves North Bay 
and Sudbury as well as Timiskaming and Cochrane. 


1Sliding scale $0.0—$2.25. 
2See Appendix I, p. 205. 
3In Timiskaming there were 288 children under supervision in 1962. 
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Revenues are obtained through the Easter Seal Campaign conducted by an 
associated service club in each community and from a grant by the McGarry 
Township Federated Charities.! One-half of the money collected is sent to the 
Society’s headquarters in Toronto and one-half is kept locally for the operation 
of the camp and other local projects, other than salaries and administration. 
These last are paid for through the main office in Toronto.? Any additional money 
required for local programmes is sent from the head office. 


The most acute need, as seen by the Society’s nurse, is for physiotherapy. 
Another difficulty is the absence of speech therapy services locally. It is 
expensive to send children to Toronto for therapy. A third problem is that the 
schools, because of a lack of facilities and specially trained teachers, are re- 
luctant to take children with orthopaedic handicaps. 


Relations with the Health Unit are close, and joint visiting with public 
health nurses is common.’ There is also close liaison with the Rehabilitation 
Foundation for the Disabled. 


Rehabilitation Foundation for the Disabled (March of Dimes) 


The general organization and programme of the Foundation have been 
described previously. Services in Timiskaming are provided through a district 
office in Kirkland Lake which also serves the District of Cochrane. The staff 
consist of a case worker and a secretary. The District Branch Board and a 
medical advisor supervise the work. The medical advisor is a member of the 
provincial Medical Advisory Board and the Branch Board is represented on the 
provincial Board of Directors. Policy is laid down by these two bodies and its 
implementation is supervised by local representatives. 


A medical assessment and follow-up clinic is held annually in Kirkland 
Lake to which patients are referred from the entire Cochrane and Timiskaming 
Districts. It is staffed by three orthopaedic specialists from Toronto who are on 
the Ontario Advisory Board. Diagnosis and recommendations for treatment are 
made to the family physician by written report. Arrangements for any treatment 
subsequently requested by a family doctor are made by the case worker. If the 
patient’s own financial resources will not cover costs, the case worker arranges 
any necessary subsidization either through welfare, other local sources (service 
clubs, for example), or through Foundation funds. Foundation expenditures 
represent only that portion of needs not met by other sources. 


Amputations and corrective work on stumps may be done by the surgeon in 
Kirkland Lake, but more complex orthopaedic procedures, such as reconstructive 
surgery and limb fitting, are performed at the Toronto General and Toronto East 
General hospitals. There is no rehabilitation centre in the area but the 


1The sum of $6,222.40 was obtained in 1962 in Timiskaming. This includes $450.00 from the 
McGarry Federated Charities. 


“Approximate 1962 district office expenses were: 


MD ALALIES ws cirrstaunis « atets wie oderaisistors « ve cilednen MO eRetetoRs 5 Vakor> $ 8,990.00 
OP COM are istsce Hesoie « ievusiere tsa Stereo Doe MR RERSTE Rie Oats 1,538.00 
Travel and car maintenance .............. 1,778.00 

$12,306.00 


°See p. 279. 
‘See Appendix I, p. 206. 
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physiotherapy department of the Kirkland District Hospital is reasonably well 
equipped for minor needs. Patients requiring more intensive care are brought to 
a rehabilitation center in southern Ontario, usually the Frontenac District 
Rehabilitation Centre in Kingston. The local volunteer organization provides 
wheelchairs and other aids for people. 


Work assessment is provided on a regular basis by a travelling psychologist. 
There is a sheltered workshop in Timmins. Various types of sub-contract work 
for the mines is carried out and some jewelry is manufactured from Canadian 
stones. The Society co-ordinates its work closely with that of the Ontario 
Department of Public Welfare Provincial Rehabilitation Service worker in the 

area, and a great deal of the costs of treatment and retraining are borne by that 
- Department. Other provincial services such as the Provincial Trade School in 
Kirkland Lake and the Provincial School of Mines in Haileybury are also used. 


In 1962, in Timiskaming there were 182 known cases of whom 129 were 
actively served in the year at a cost of $10,001.20. Revenues come from local 
Community Chest grants, local March of Dimes compaigns, and, if necessary, 
from the Ontario main office. The sources of revenue received in Timiskaming 
and Cochrane in 1962 were: 


WMarchot DimesrCampaigns .............6sssee-: $11,834.16 
Community Chest, Kirkland Lake .............. 2,400.00 
Federated Charities, McGarry Township ........ 409.00 
WitecellaneOUuseme aes ome cat se tes «6 es ea 41.96 
Refunds on equipment supplied, etc. ............ 878.60 

$15,563.72 


The total funds raised in Timiskaming, aside from refunds, were $4,317.00 in 
1962. 


There is close liaison with the local programme of the Ontario Society for 
Crippled Children. There is also good liaison with the Health Unit, whose public 
health nurses are active in case finding and referral. The lack of physiotherapy in 
the area has hampered local care to some extent recently. There is now a 
physiotherapist at the Kirkland Lake Hospital but it is uncertain how long she 
will stay. 


The Timiskaming District Tuberculosis Association 


Monthly clinics are held in three areas as described under the Health Unit 
programme.! The clinic secretary of the Association attends all clinics, sends ap- 
pointment cards and keeps all records. The Association pays for all chest X-rays, 
provides transportation to clinics when necessary and pays the salary of the 
clinic secretary. 


The Association encourages the hospital admission X-ray programme. In 
Haileybury about 95 per cent of patients are X-rayed, in New Liskeard 58 per 
cent, in Englehart 90 per cent, and in Kirkland Lake 92 per cent, according to 
the last quarterly report for 1962. 

The members visit homes and endeavour as well as they can, as lay people, 
to provide some comforts, clothing, and a measure of rehabilitation instruction. 
They also provide small personal needs, Christmas gifts, and local newspapers to 
people from the area who are in sanatoria. 


1See pp. 267-268. 
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The sole source of funds is from the Christmas Seal Campaign. To January 7, 
1963, the funds raised amounted to $8,872.22 for the current campaign. 
Assessment fees are sent each year to the Ontario and Canadian Tuber- 
culosis Associations, and donations are sent to the International Union 
Against Tuberculosis Fund, to the Research Fund, and to the General Fund for 
the use of any local associations whose funds do not cover their programmes. 


The Association feels that there is a greater need for rehabilitation than is — 
being met. They depend heavily on the public health nurses to advise them of — 
need but feel that a trained social worker would be of considerable value. Also 
there have been some problems in arranging retraining through the Depart- 
ments of Public Welfare and of Education, which have programmes for 
vocational retraining. Many of the people who require retraining are of such a 
low educational level that they are not eligible under the existing programmes. 


Another problem is that of getting information from the sanatoria on 
persons admitted and discharged. This information is available through the 
Health Unit but there is often some delay in obtaining it. 


Canadian National Institute for the Blind 


The general organization and programme of the Institute in Ontario have 
been described previously.! The Timiskaming District is serviced from a district 
office at Sudbury, which has a staff of field secretary, assistant field secretary, and 
a home teacher. In 1962, there were 67 registered blind people in Timiskaming, 
of whom 9 were 18 years of age or less. The number of prevention cases was 18. 
Money raised locally amounted to $6,313.35 in 1962.2 Expenditures for local work 
in Timiskaming were $7,586.08. 


The Canadian Red Cross Society 


The general organization and programme of the Ontario Division have been 
described previously. There are organized Red Cross branches in Timiskaming 
for Kirkland Lake , Matachewan, Englehart, Haileybury, New Liskeard, and for 
Cobalt and Coleman Townships. 


The Society sponsors the blood donor clinics which are held twice a year at 
Kirkland Lake, and twice a year in the tri-town area,* twice a year in Englehart, 
and twice a year in Larder Lake. It also sponsors a water safety programme, 
looks after victims of fires and disasters, tries to assist immigrants from overseas 
coming into the area, and assists civilian inquiries for lost or missing persons. 


In Kirkland Lake and McGarry Township, the branch is a member of the 
Community Chest and Federated Charities.® Elsewhere, the branches obtain 
funds from donors from a file listing those who have contributed in the past and 
those who they believe are likely to be able to contribute. 


1See Appendix I, p. 209. 


*Includes approximatively $3,040.00 from the Community Chest in Kirkland Lake and $550.00 
from the McGarry Township Federated Charities. 


3See Appendix I, p. 212. 
‘New Liskeard, Cobalt, and Haileybury. 
*Kirkland Lake Community Chest grant of $2,800.00 and McGarry Township Federated Chari- 


ties grant of $650.00 in 1962. The Kirkland Lake Branch reported total revenue of approximately 
$3,603.00 in 1962. 
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Canadian Cancer Society 


The general programme of the Society in Ontario has been described 
| previously.! In Timiskaming there are two units, one in New Liskeard and the 
_ other in Kirkland Lake. The latter has a branch in Englehart. The units are the 
responsibility of the volunteer boards. There is no paid worker in the District. 
| Each unit includes the surrounding territory and about one-half of the District’s 

population is in each unit area. The diagnostic and follow-up clinics have already 
been described.? The Society also provides transportation, cancer dressings, and 
certain drugs for patients. Some educational work is done in spreading knowl- 
edge of the early signs of cancer and the importance of seeking early care. 


In the Teck Township area, the Unit is a member of the Community Chest. 
The branch in Englehart has a separate fund-raising campaign. For McGarry 
Township, money is received from the McGarry Federated Charities. The local 
Unit sends funds collected to the provincial office and draws on this office as 
required for local expenditures. The Unit also has a small fund of about $150.00 
from private donations for a “gift cupboard”. The money is used for small gifts, 
flowers, special diets, and other special personal needs of patients not covered 
by the usual funds of the Cancer Society. The Timiskaming Unit’s 1962 finan- 
cial report showed receipts of $5,668.42. 


In the tri-town area,® an annual appeal is made for funds. The money is 
divided into two accounts, the transfer account money which is sent to the 
provincial office, and a small working fund account which is kept for local 
welfare work. Other expenses of the Unit are covered from the provincial office 
as in the case of the Timiskaming Unit. The Ontario Division Office received 
$3,987.10 from the Tri-town Unit in 1962. 


One problem mentioned is the need for greater home nursing service in 
areas not served by the Victorian Order of Nurses. The Health Unit provides 
some service elsewhere but this is limited for staff and financial reasons. Closely 
related is the difficulty in obtaining housekeeping services, especially of a 
long-term kind. The distances‘ and lack of home facilities in some instances make 
the provision of such services more difficult than in more settled parts of the 
Province. 


Another problem is the distance to the nearest radiotherapy centre, the 
Princess Margaret Hospital in Toronto. A closer centre would be welcomed by 
the local Society members.* The Society usually tries to upgrade the coach fare 
allowed from government funds for trips to Toronto. This can be a very costly 
item, particularly where repeated trips are involved. 


The local Society units feel that there is also a need for further chronic care 
facilities, in addition to the section at the Haileybury hospital which is almost 
always filled. At present some general hospital beds are in use by chronic care 


cases. 


1See Appendix I, p. 211. 


2See p. 278. 

3New Liskeard, Haileybury, and Cobalt. 

‘For example, the Unit based at New Liskeard serves an area of about 2,000 square miles 
with a population of approximately 25,000, some of whom are in unorganized territory. 

5Not in Sudbury, since it is easier to go to North Bay, and even Toronto is only overnight on 
the train. The Kirkland Lake and District Hospital radiologists would like to establish a limited 


radiotherapy programme. 
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Timiskaming Children’s Aid Society 


The staff consists of a director, a case worker supervisor, seven case workers, 
and five clerks. The programme covers foster home care for children up to 18 
years, adoption placements, assistance to unmarried mothers, counselling on 
parent-child, marital, and other family problems, completing divorce investiga- 
tions for the Ontario Official Guardian in cases involving children under 16 years 
of age, and conducting Family Allowance investigations on request. The 1962 
budget was approximately $155,000.00, of which approximately 93 per cent came 
from public grants! and 7 per cent came from private sources.? The former are 
for the statutory functions of the care of children under protection, and unmar- 
ried mothers. Other counselling activities must be covered from the other 
sources. 


The needs pointed out include a mental health clinic for assessment and 
referral, medical and dental care for children in welfare families,? a general 
family counselling service,* juvenile detention facilities so children will not be 
lodged in the adult jails while awaiting court hearings,’ a home for teenage 
wards who cannot adjust to foster-home care and who need special counselling, 
and for children taken under protection, and community health and welfare 
councils to help co-ordinate planning and the provision of services. There is 
close liaison with the welfare authorities, the school authorities, the Health 
Unit, and most of the doctors. 


The 1961 financial statement shows: 


Income: 
Municipalities and other Children’s Aid Societies .. $107,799.38 
PYOVince OhsOntariO ge on 2s sume & <ucb aouckes cca ee 20,643.38 
Parente nand-Oiners: s caticc Gc liis oak «a ae ae 5,073.42 
Community Chest, private campaigns, grants ...... 21,096.82 
$154,613.00 
Expenditure: 
Maintenance of children in care: .c.os ccc ciseae oeees $ 84,979.12 
Costiot-services, salaries. travel .. \. 4. 70534 ee ie. 46,014.33 


Administration (clerical salaries, rent, office supplies) 22,863.06 


$153,856.51 

Surplus fo. Walt. eer eh ee, Oe. Oper eee 756.49 
$154,613.00 

Depreciation (automobiles, furniture) ............. $ 2,640.50 
Surplus. in, L9G?” See oo ee, ee eee ee er PATE 756.49 
INGUCCEN CH we tain ieae nat tte wn cen eae ee $ 1,884.01 


*Municipalities—80 per cent, province—15 per cent, charges to parents and others—5 per cent. 
See Appendix I, pp. 215-216, and Appendix II, p. 256. 


?Kirkland Lake Community Chest, Virginiatown Charities, (McGarry) Tri-town and Englehart 
Campaign, investigations. 


‘Those under care by the Society are covered. 

*The Society has been forced to do some of this in the absence of other trained personnel but 
receives no grants beyond the statutory ones for child care and unmarried mother care. 

5Now they may be thus detained for up to six days until the next hearing. 
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‘Other Agencies 


Other agencies providing services with some health aspects which have not 
been described include the Retarded Children’s Society and school and the John 
‘Howard Society, the Young Women’s Christian Association and the assistance of 
church groups and service clubs with such individual needs as special drugs, 

special diets, and the costs of glasses and of dental care for children not covered 
-under public programmes. 
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APPENDIX IV 


‘METROPOLITAN TORONTO FIELD STUDY 


SOME GENERAL FACTS 


The Municipality of Metropolitan Toronto is located in the County of York 
in southern Ontario. It is the capital of the Province of Ontario and the second 
largest urban metropolis in Canada. It is bordered by Lake Ontario on the south, 
by Peel County on the west, by Ontario County on the east, and by the 
remainder of York County on the north. The surrounding area is a rich mixed 
agricultural one, though more and more of the land is being taken over for 
housing and industrial use. The climate is warm in the summer but only 
moderately cold in winter. 


, Toronto’s location makes it a natural meeting place between the Lake 
Ontario county to the south and the rich farm country to the north, and the 
woods and lake regions just beyond. First a portage site for the Indians and later 
a French trading site, it became an important small community in Upper Canada 
during the British regime under the name of York. A good natural harbour 
helped to make it a regional centre for the rapidly growing settlements to the 

west and north in the early 1800’s, which gradually grew to out-distance its rival, 

_ Kingston, to the east. In 1834, the City of Toronto was incorporated. The area has 

: grown rapidly as a political, educational, and business centre during the last part 

of the nineteenth century and especially during the present century. 


Toronto is the capital of Canada’s most populous Province, Ontario. In 1953, 
the city and 12 immediately surrounding municipalities! were given a metropoli- 
tan status with a federal system of local government. The individual municipal 
‘ councils retain autonomy in many fields, but more and more the trend has been 
_ towards greater assumption of responsibilities by the Metropolitan Council? of 
~ 25 members. The latter body is made up of 12 elected representatives from the 
City Council and 12 from the other 12 component municipal councils, and by a 
chairman who may be elected by them either from their own number or from 
outside the Council. In general, the City representatives have favoured moves 
leading to a unification of area-wide services, whereas most of the other 
municipalities have opposed full amalgamation. The pattern of government is 


—_— 


a 1An area of 240 square miles. 

2Health and welfare services are 
hospitalization of indigents, homes for the aged, post-sanatorium care, ¢ 
wards of the Children’s Aid Societies, which are metropolitan responsibilities. 


provided by the individual municipalities, except for the 
and the maintenance of 
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now under review and suggestions for re-dividing the region into several fairly 
equal population units, either boroughs or cities, have been made, as well as 
suggestions for amalgamation. The municipalities in Metropolitan Toronto are: 


Name Incorporated as Population1 
1. Toronto City 672,407 
De OK Township 129,645 
3. North York Township 269,959 
4. East York Township 72,409 
5. Scarborough Township 217,286 
6. Etobicoke Township 156,035 
7. Leaside Town 18,579 
8. Weston Town 9,715 
9. Mimico Town 18,212 
10. New Toronto Town 13,384 
11. Swansea Village 9,628 
12. Forest Hill Village 20,489 
13. Long Branch Village 11,039 


The population as of the 1961 Census for Metropolitan Toronto was 1,824,481 
people, an increase of 322,228 (51.0 per cent) since 1951.2 The major group is of 
British Isles ancestry but about one-half are of other national background. A 
very large proportion of Canada’s post-war immigrants have settled in the area 
and have given the City a richly cosmopolitan character. Formerly predominant- 
ly Protestant in religion, the numbers of Roman Catholics are increasing rapidly 
and will soon predominate in the City proper. 


The growth of the City and the small municipal units have remained almost 
static, whereas the large suburban townships have shown dramatic growth. For 
example, the population of North York has been increasing by over 20,000 
people per year during the last few years. Though the Metropolitan Toronto 
growth itself has been more than that of the Province as a whole during the 
decade, if areas just outside the boundaries are taken into account, the growth in 
the Toronto region has been even more staggering. Thus, one finds almost a solid 
urban development from Hamilton through to Oshawa and with small gaps 
through to St. Catharines, Welland, and Niagara Falls. In one sense, therefore, 
data on Metropolitan Toronto alone tend to mask the over-all rapid urban- 
industrial development in the part of the Province which is centred on Toronto. 


Toronto today is a major financial and commercial centre with only 
Montreal as a somewhat larger rival. Approximately one-fifth of Canada’s 
population lives in the economic area served directly by Toronto and these 
people represent about one-third of the country’s purchasing power. Toronto has 
a large harbour which is an important trans-shipment site for all of Ontario and 
which has grown in importance since the opening of the St. Lawrence Seaway. It 
is a major freight and passenger terminus for both large railways. There is a 
large international airport on the northwest outskirts and a small airport on 
Toronto Island. There are excellent superhighways leading to and from the City 
in every direction. Extensive redevelopment of areas in the heart of the City has 


1Dominion Bureau of Statistics 1961 Census data. 


*The percentage population increase for Ontario as a whole over the same period was 35.64 per 
cent. 
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been under way for several years and extensive plans for the entire future 
balanced growth of the area have been prepared. The cost of living is in general 


higher than in the rest of the Province but goods from all over the world are 
readily available. 


Toronto is also a major cultural and educational centre with two universi- 
ties, the older University of Toronto with about 17,000 students, located in the 
heart of the City, and the recently established York University with an enrol- 
ment soon to reach 5,000 students. Two suburban satellite universities to the 
University of Toronto, on the east and west, are soon to be developed. There are 
excellent public primary and secondary schools, separate primary schools, and 
a number of private schools. There are also good facilities for vocational and 
technical education and for children with various handicaps. A large polytechni- 
cal institute, the Ryerson Polytechnical Institute, serves the area and there are a 
variety of public and proprietary business and trade schools. Toronto also has a 
rich musical, artistic, and theatrical life. There is a large annual national 
exhibition. There are three large daily newspapers. A number of smaller local 
and weekly journals and several magazines are published in Toronto. There are 
several radio stations and two television stations from which a high proportion of 
nation-wide programmes originate. There are good parks and recreational 
facilities within the region and more are being developed. As well, the lakes 
and forest regions to the north lie within ready access to the City. 


PUBLIC HEALTH 


In Appendixes I to III detailed descriptions of public health services were 
given, but for Metropolitan Toronto a summary approach has been used, since it 
was felt that an over-all view would be more useful. For specific details, 
reference should be made to the annual reports of the individual boards of 
health. 


General Organization 


In Metropolitan Toronto there are 12 appointed Boards of Health. Eleven are 
municipal Boards. One is the Board of the East York—Leaside Health Unit. The 
board of health of a municipality is appointed by the municipal council at its 
first meeting each year and includes one member appointed by the Lieutenant- 
Governor in Council.! The members appointed by council are appointed for one 
year, whereas the member appointed by the Lieutenant-Governor in Council is 
appointed during pleasure. The composition of a local board is stipulated in the 
Ontario Public Health Act2 according to the population of the municipality 
concerned. The membership of the boards in Metropolitan Toronto varies from 
three to eight people.* 


l1In practice, this means the Ontario Government. 


i i i Ontario, 1961. 
2Public Health Act and Regulations, Revised Statutes of 4 
2It is interesting to note that although the Act specifies the mayor or reeve to be a member 


of a municipal board of health, in practice this is not always followed. 
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COMPOSITION OF BOARDS OF HEALTH, 1961 


“ ze) All hihi 4 = 8 ue § Aa 5 a 

i esdlec2| 22 | gedleea lege 

Municipality & 2 6 > o g 2 0 & s Q g 5 2 

= 5 = Se =] O 2 FFG = aoe 
Toronto. i aieeis's steseae’ 7 Yes 3 - 

Ex-officio 

Scarborough < siste</s 6 s)0 36 7 Yes 1 3 
Miork ile utclee ote pete siete ae 7 Yes 1 5 
North York....... Bd. Hoek 5 Yes 3 
Etobicoke ..... VAD RRO. 5 Yes 2 1 
Borest stiller serercaetyeie. ere 3 Yes - 1 
Weston: acti sictetecorete te «shaven 5 No 2 2 
Swansea... icstaere « spsnetere « 3 Yes - 1 
Mimico..... eile ar cual Steiee| shakey 5 No 2 3 
New Jiorontometerepecretet creeks 6 No = 4 
WongeBranchws stelsiste acters 8 No 1 6 
East York-Leaside....... 7 3 *2 


*One appointed by the Ontario Provincial Government. 


It is the duty of a local board of health to superintend and ensure the 
carrying out of the Public Health Act and its regulations and of any by-law of a 
municipality related to public health. A health unit board, for example East 
York-—Leaside, is also responsible for general policies and programmes, for fiscal 
policies, and for personnel policies, including the engaging and dismissing of staff 
members. Other responsibilities include the collection of revenue from local, 
provincial, and federal sources and the making of all disbursements through an 
appointed secretary-treasurer. 


Staffing 


The medical officers of health as well as other staff members (with some 
exceptions where additional part-time staff are employed for special duties) 
serve full time in Toronto, York, North York, Scarborough, Etobicoke and East 
York—Leaside. The medical officers of health and some staff members serve part 
time only in Weston, Mimico, New Toronto, Long Branch, Forest Hill and 
Swansea. However, there usually are one or more members of the public health 
nursing staff who work full time on the local public health programme in these 
municipalities. 


The numbers of persons on the staff vary from about four to six in the 
smaller municipalities to as many as 500 or more in the City. Obviously, the © 
larger and more complex the administration the greater the number of special- 
ists employed. Thus the City has the largest, most complex, and most comprehen- 
sive public health service available in the Metropolitan area, whereas the 
smaller municipalities tend to have only basic, minimum services available. 


There is free exchange of ideas among “he area medical officers of health 
through periodic meetings. These are helpful in deciding policy on programmes 
of a Metropolitan-wide nature, for example, the mass poliomyelitis vaccine 
programmes. 
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The basic staff available in all public health jurisdictions are the medical 
officer of health, public healih nurses, and the sanitary inspectors. The numbers 
of each depend on the size of the municipality served. In the larger departments 
of health there may be general physicians, registered nurses, registered nursing 
assistants, and certain specialists employed. The specialist group includes psy- 
chiatrists, paediatricians, veterinarians, social workers, psychologists, nutrition- 
ists, health educators, statisticians, and other personnel. Thus the staff composi- 
tion of a local health department may be relatively simple and small in size or be 
complex with a wide variety and large number of members. Salary scales vary 
but in general are among the top ranges in the Province. 


In turn, the nature and extent of services provided vary from one munici- 
pality to another depending upon the types and numbers of staff members 
employed. The chart shows the staff members for each municipality as of 


~ December 31, 1962. 


Financing 


The annual budgets for the various health services in the Metropolitan 
Toronto area vary from under $9,000.00 for Mimico to as much as $2,754,314.00 
in the case of the City of Toronto. The annual per capita expenditure varies from 
about 50 cents to over $4.00. In the first instance the staff is all on a part-time 


basis, whereas the municipality with the highest per capita expenditure has a 


large and varied full-time staff. 


The major source of revenue for all of the health departments is municipal 
tax funds. In addition there are grants-in-aid from the Ontario Government for 
certain special programmes. There are also special funds available from National 
Health Grants which are paid through the Ontario Department of Health to 
municipal health departments for special purposes. In Ontario the federal grants 
are only available to a local health department having an acceptable base-line of 
staff and service, as approved by the Ontario Department of Health. The grants 
assist in carrying out special studies and projects, such as the Pilot Home Care 
Programme of the City of Toronto Health Department. They may also be used as 
in East York—Leaside for starting new programmes, such as the employment of a 
public health educator, and for an extension of service, such as the employment 
of additional public health nurses for enlarging the secondary school health 
programme. 


In the case of health units, of which East York-—Leaside is an example, the 
Ontario Department of Health also makes a percentage grant toward the annual 
operating costs of the health unit. The grant varies according to the size and 
available tax resources of the area concerned. 


The following table outlines the revenue and expenditures of the Boards of 
Health in Metropolitan Toronto for 1961: 
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Internal Administrative Pattern and Facilities 


The internal administrative pattern and facilities for a local health depart- 
ment may be very simple in a small municipality. Thus, office space and staff 
may be shared with other municipal departments. For example, a sanitary 
inspector may also serve as the municipal building or plumbing inspector. A 
public health nurse may have her office in a school building. 


On the other hand, a large municipality, such as the City of Toronto, has a 
much more complex mternal administrative pattern and much more extensive 
facilities. In the City, the central administration is divided into nine divisions and 
sections each headed by a qualified specialist staff person and each responsible 
for a special programme or service. The City is divided into eight geographical 
districts each with a district office and its own staff. The district staff comprise a 
district medical officer, public health nurses, sanitary inspectors, and clerical 
staff. The district office is responsible to the central office and, in turn, to the 
Medical Officer of Health. He is responsible for the entire Department to the City 
Board of Health. 


Between these extremes fall the larger municipal health departments of the 
Metropolitan area. These departments have relatively large staffs, including some 
specially trained personnel, but there is less divisional organization than in the 
City Department. A common administrative arrangement is to have a director of 
nursing, a senior sanitary inspector, and a senior clerical person. Each is in 
charge of the respective staff members and responsible to the Medical Officer of 
Health. Sometimes, there may also be a full-time assistant medical officer of 
health, a director of dental services, and a director of mental health services. 


Programmes 


Sanitation 


This is one of the statutory services provided by a local health department 
and many sections in the Ontario Public Health Act refer to this responsibility. 
The field encompasses a large number of inspectional and supervisory functions 
on the part of veterinarians, sanitary inspectors, plumbing inspectors, and the 
medical officers of health, as well as other specialized workers such as public 
health engineers, etc. The activities may, for convenience, be divided under 
certain general headings: 


Foop CONTROL 


This includes the routine inspection of various premises, special investiga- 
tions, education enforcement, and condemnation. Premises covered include 
general restaurants and snack bars, retail food stores and vendors, dairy farms, 
milk and cheese processing plants, local slaughter-houses and meat processing 
plants, food vending machines and premises, soft drink manufacturing plants, 
and frosted food locker plants. Part of the programme involves education of food 
handlers and management personnel. This may be done through “schools for 
food handlers” using various audio-visual instructional methods. Pamphlets are 
also used from time to time to re-enforce such instruction. Usually most teaching 
is by direct staff contact during inspection visits. In the event of premises 
becoming unsatisfactory and the usual methods of advice and suggestion proving 


unsuccessful, condemnation and prosecution may be used as a final resort. 
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GENERAL SANITATION 


General inspection of barber shops, hairdressing establishments, second- 
hand stores, swimming and wading pools, bathing beaches, carnivals and 
exhibitions are routine procedures in most health departments, as well as the 
investigation of alleged nuisances. Investigation of citizens’ complaints also 
requires a considerable amount of the time of sanitary inspectors. These may 
include complaints about the presence of rodents, insects, and odours in or about 
dwellings or other buildings in the community. 


Sewerage system investigations usually result from complaints of flooded 
basements following heavy rain storms, or as a result of blocked drains. These 
may be referred to the works or plumbing departments as well. Close co-opera- 
tion exists between health departments and works departments. 


Routine testing of water supplies, both public and private, requires the 
collection of samples by the inspectors for submission to the public health 
laboratory. An inspection of all school buildings is required once each year. 


Qualified sanitary inspectors of the local health department carry out these 
routine inspections and special investigations under the direction of the medical 
officers of health. Their work is varied and requires a diversity of knowledge. 


In the Metropolitan Toronto area provision is made in all the municipalities 
for sanitation inspectional and investigational services. The extent of the service 
and the frequency of the inspections vary considerably. Because some of the 
municipalities have only a part-time inspector and the ratio of inspectors to 
population is low, the frequency of inspections is less than in the municipalities 
with large, full-time sanitarian staff and higher inspector-to-population ratios. It 
is extremely difficult to indicate these data statistically without knowing in detail 
the number of places requiring inspection, the co-operation of proprietors, and 
other factors not readily discernible, without detailed observation over a period 
of time. For example, it may be desirable to inspect some premises weekly, 
whereas other similar ones may require only monthly inspection. In general, 
however, the larger municipalities are more likely to provide more frequent, 
routine inspection services. Common examples of routine inspections would be 
for restaurants, butcher shops, and bakeries once a month and for slaughter- 
houses once every three months. 


Communicable Disease Control 
GENERAL AND IMMUNIZATION 


This service was also one of the earliest to be recognized as a community 
responsibility. The Public Health Act of Ontario, and to some extent the 
Quarantine Act of the Dominion of Canada, impose certain statutory 
responsibilities on a local board of health and its medical officer of health 
concerning communicable diseases. The local municipality is required, through 
the clerk, to report all cases of communicable diseases and resultant deaths to the 
Ontario Department of Health each week. The regulations under the Public 
Health Act list all reportable diseases. The practising physicians are required by 
the Act to report to the local medical officer of health all cases of communicable 
disease which they attend. The responsibility for reporting also extends to the 
head of a household and to the principal of a school. The regulations under the 
Public Health Act list the applicable isolation and quarantine measures to be 


adopted. It is the responsibility of the local medical officer of health to carry 
out these measures. 
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Other measures designed to assist in the control of communicable diseases 
include the supervision and treatment of public water supplies, the proper 
treatment and disposal of sewage, the sanitary disposal of garbage and refuse 
the control of rodents which may convey disease, and the spraying of breeding 
places for insect vectors. 


Immunization against diseases for which specific protective measures exist 
has been of great value in reducing the incidence of diseases, such as smallpox, 
diphtheria, tetanus, and poliomyelitis. 


Each of the health departments in Metropolitan Toronto provides a service 
in communicable disease control. The isolation and quarantine regulations relate 
to the whole Province of Ontario and are, therefore, uniform in application for 
practical purposes. The sanitary inspectors interpret the regulations as to 
isolation and quarantine, explain the measures to be taken to protect home 
contacts, and outline methods of concurrent and terminal disinfection to the 
people affected. 


Immunization clinics for primary immunization are available for infants 
and pre-school children in all Metropolitan Toronto municipalities.1 The clinics 
are commonly held in several centres in a municipality at monthly intervals. 
Reinforcing immunization is offered to the school-age population at regular 
intervals.” 


Most municipalities also provide an opportunity for adults to receive 
immunization, usually against smallpox, tetanus, and poliomyelitis. These clinic 
centres may be held as often as five days a week or as little as every two to four 
weeks, depending on the size of the municipality and the public request for the 
service. 


The City of Toronto Health Department operates an ambulance service, 
which includes use for communicable disease cases, and is the only Metropolitan 
Toronto municipality offering this service. When essential, the City provides this 
facility, usually for a fee, to adjacent communities in the Metropolitan area. 


For many years the City of Toronto also operated an isolation hospital for 
the treatment of infectious diseases. Recently, however, the hospital was taken 
over by the Metropolitan Toronto Council’s Welfare Department. It is now used 
to care for chronically ill patients. Some isolation facilities are to be made 
available in an emergency, but the difficulty experienced by the hospital’s 
administrative staff in making arrangements in an emergency was seen in recent 
years when it became necessary to isolate a case of smallpox and later to find 
suitable accommodation for carriers of diphtheria. Arrangements are being 
made for the provision of minimum permanent facilities for the isolation of 
patients who cannot be cared for adequately at home. 


TUBERCULOSIS CONTROL 


The very active community programmes for the detection and treatment of 
tuberculosis have shown most encouraging results, both in the dramatic reduction 


1Diphtheria toxoid, pertussis vaccine, tetanus toxoid, Salk polio vaccine, smallpox vaccine. 


2Diphtheria toxoid, tetanus toxoid, Salk polio vaccine, smallpox vaccine. 
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in mortality rates and in the much shorter average period of treatment in 
sanatorium. The public health nurses visit pre- and post-sanatorium patients as 
indicated. Chest clinics are held in the various general hospitals. The Gage 
Institute provides chest X-ray services free to the general population.! Hospital 
admission chest X-ray programmes are in effect. An active school tuberculin- 
testing programme, with a follow-up chest X-ray where indicated, is carried 
on in the various municipalities. 


VENEREAL DISEASE CONTROL 


In the field of venereal disease control the local health departments are 
responsible for assuring that treatment is available, free of charge if need be, 
either in established clinics or by payment to private physicians. The necessary 
drugs are provided to physicians free by the provincial health department. The 
physician reports cases of venereal disease direct to the Ontario Department 
of Health. The responsibility of the local health department is to ensure that 
treatment is completed, if a patient defaults, and to follow reported contacts to 
ensure adequate examination and treatment, if required. In Metropolitan 
Toronto special examination and treatment clinics are established in general 
hospitals throughout the area. 


Maternal and Child Health 


In the field of maternal and child health, the public health departments 
provide mainly an educational and advisory programme. Prenatal medical care 
is provided by the attending physician or the out-patient clinic of the general 
hospitals in the area. None of the health departments operates prenatal clinics 
distinct from the hospitals. 


The prenatal education programme in Metropolitan Toronto is a twofold one. 
First, the Metropolitan Toronto Social Planning Council, Prenatal Committee, 
provides special classes for parents. These classes, usually eight or so to a series, 
are held in widely distributed centres throughout the Metropolitan area. There 
are several series each year in all areas. Instruction is provided by physicians 
and by public health nurses from the health departments, the Victorian Order of 
Nurses, and the St. Elizabeth Nursing Association. Classes are open to both 
fathers and mothers. A small fee is charged to cover operating costs. The 
curriculum includes lectures and demonstrations on basic topics related to 
pregnancy and baby care. A course of relaxing exercises is offered also to 
expectant mothers whose attending physicians have given their approval. This is 
an example of a Metropolitan-wide programme initiated by a voluntary agency 
but provided jointly by the staffs of the local health departments and members 
of the voluntary nursing organizations. 


Secondly, home visits to prenatal patients are provided both by the public 
health nurses from the health departments, and by the Victorian Order of Nurses 
and St. Elizabeth Nursing Association nurses. These visits are made at the request 
of attending physicians or hospital clinics. In some of the smaller municipalities, 
the service is a limited one, whereas in the larger municipalities it is more 
complete and involves a good deal of public health nursing time. 


‘Operated by the National Sanitarium Association, a voluntary organization affiliated with the 
Ontario and Canadian Tuberculosis Associations and largely financed through the Christmas Seal 
campaign. 
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Almost all confinements in Metropolitan Toronto take place in hospital, and 
home confinements are non-existent for practical purposes. 


Routine post-natal visits to the homes on receipt of birth registration notices 
by either municipal public health nurses or those of the Victorian Order of 
Nurses and St. Elizabeth Nursing Association are made in all municipalities 
except one relatively wealthy community where the service is only provided at 
the request of a physician or hospital clinic. Public health nurses are attached 
full time to the general hospitals by several municipalities, for example, the City 
of Toronto and East York—Leaside. These public health nurses provide a hospital 
health service and among other duties may visit new mothers in hospital with the 
consent of the attending physicians. If there is an indication for home visiting 
following discharge from hospital, a referral to the public health nursing service 
of the health department concerned can be readily arranged. Most of the health 
departments said that delay in receiving notification often results in visits being 
possible only some days or even weeks after a mother’s return home. It is their 
experience that mothers, especially those with a first child, welcome assistance 
and advice, particularly if available immediately on returning home. 


In the field of infant and pre-school child development and care, conferences 
are provided routinely in all areas but one, Forest Hill Village. This smaller 
municipality is largely a wealthy residential community and most families have 
their infants and pre-school children under a physician’s supervision. In all other 
communities child health conferences or well-baby conferences are established 
to provide an opportunity for discussing with a public health nurse any questions 
related to the normal growth and development of the infant and young child. In 
some of the larger full-time public health departments, Toronto, Etobicoke, 
Scarborough, East York—Leaside, there are child health clinics with physicians in 
attendance who offer advice and carry out routine examination of infants. It is 
stressed that these are not treatment centres but are for the healthy child. 
Referral for any treatment required is made to family doctors and hospital 
clinics. The conferences and clinics are located conveniently throughout the 
larger municipalities, usually in neighbourhood schools, churches, or other 
public buildings. In the smaller municipalities one or two central locations are 
used. The clinics or conferences are held at weekly intervals in most areas but 
may be bi-weekly or monthly in a few others. 


Child Health Centres 


Physician Present Public Health Nurse Present Only 
Municipality (Clinic) (Conference) 


Toronto x 
Etobicoke x 
North York 

York 

Scarborough x 
Weston 

Swansea 

Mimico 

New Toronto 

Long Branch 

E.Y. -Leaside x 
Forest Hill None provided 


Mr rer = 


312 ROYAL COMMISSION ON HEALTH SERVICES 


In most child health centres, primary immunization is available. Protection 
against diphtheria, whooping cough, tetanus, and poliomyelitis is provided in a 
combined antigen. Vaccination against smallpox is also recommended during the 
first year of life and is available. In one or two areas, the immunization clinics 
are held separately from the regular clinics or conferences once a month. This 
service is offered to all infants in the community without regard to the financial 
status of their parents. 


It is the usual experience that attendance at child health centres tends to be 
discontinued by the time the child reaches 18 to 24 months. A public health 
department often has little contact with the child from this time until he or she 
starts school, except through a home visit by a public health nurse on request or 
for some other reason. 


Infant boarding homes are supervised and registered by the local medical 
officer of health. Many of the infants are placed in the homes by child-placement 
agencies, such as the Children’s Aid Societies, the Infants’ Home, and others, but 
private placement may also occur. The majority of these homes are located in the 
larger municipalities. 


School Health Service 


Some form of school health service is available in all 13 municipalities of 
Metropolitan Toronto. There is, however, considerable variation in the nature 
and application of the programme. The purpose is to ensure a satisfactory 
environment for the school child, to minimize the spread of communicable 
diseases, and to try to ensure that every child is in the best possible physical, 
mental, and emotional health so he may benefit fully from his education 
experience. 


To this end the Ontario Public Health Act requires a complete report of a 
sanitary inspection of all publicly supported school buildings in its jurisdiction 
to be submitted by a local Medical Officer of Health tc the Ontario Department 
of Health each year. In addition the school health service by means of physical 
examinations by physicians, physical inspections by public health nurses, and 
special vision, hearing and other testing, endeavours to detect any defect and 
notify the parent of the need for corrective measures. 


In recent years it has increasingly become the practice to request parents to 
provide a report, on a form supplied, of a complete physical examination of the 
child by the family physician at the time the child commences school. This is the 
approach in most of the Metropolitan Toronto municipalities. In those instances 
where the parents do not return a completed examination form, an opportunity is 
given to the parents to request that an examination be provided by the school 
physician. In some of the smaller communities a public health nurse may do a 
superficial inspection and no medical examination is provided. However, in the 
case of North York the local health department provides a basic physical 
examination by school physicians for all Grade I students with the consent of the 
parents. 


Some health departments request a further routine physical examination by 
the family physician at a later stage in the child’s school career, often in Grade 
IX. Again, those not examined by the family doctors may be offered an examina- 
tion by the school physicians. On the other hand, some health departments offer 
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routine physical examinations to all children in certain grades. For example, one 
municipality provides routine examinations in Grades I, VII and XI: another 
offers routine examinations for all Grade IX students. Other areas do not provide 
routine examinations but offer special examinations for those children known to 
have defects. These examinations are available at any interval recommended by 
the school physician. Any examination requiring removal of clothing must have 
parental consent, either by being present at the examination, which is en- 
couraged, or by signature on a permission form. 


SCHOOL ENTRANCE MEDICAL EXAMINATIONS 


Examination by 


Fi) We Examination Seah eine All Examinations Ree oS Pee 
Municipality by Family Gilad wet by School only of Children 


not Examined by 


Physician ; 
Family Physician 


Medical Officer 


Examined by 
Family Physician 


Xx 4 
».¢ x 
Xx x 


Moron tovteters sieeve 
ES CODICOKETS ois) s sis 
BY(OL arate eis) e!'s's 0 0's 
INorth? York =... . aX: 


Scarborough .... x x 

East York-Leaside ».¢ x 

Long Branch ... x x 
New Toronto ... x xX 
MaimiCOme ters e161 «<1 Service provided by Board of Education 
Wiesitonmarect.'. sere x x 

Forest Hill..... x 

SwanSeavenea. soe x 


Some health departments provide physical examinations for all students 
engaging in competitive sports, whereas others require parental consent in 
writing together with the family physician’s report of examination. Thus, there is 
no uniform policy in respect to this service. In other areas, particularly the 
smaller municipalities, there may, in fact, be no regular school medical service 
and the public health nurses provide the service by inspection at regular 
intervals. 


Provision is made in all the school services for routine testing of vision and 
hearing. The visual testing usually involves the use of a standard Snellen chart 
and is carried out by a public health nurse. However, in one municipality the 
College of Optometry provides a vision screening service for the schools at the 
request of the local Board of Education. Tests are repeated routinely at specified 


grades. 


Gross testing for hearing acuity is done in some municipalities by the public 
health nurses using the spoken and whispered voice method. Larger municipali- 
ties provide an audiometric test which is a much more precise screening 
procedure. The tests using an audiometer may be carried out by specially 
trained technicians or by public health nurses. 
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Children found to have either visual or hearing defects are referred to their 
family physician or to specialist clinics for more precise evaluation and corrective 
treatment. In the event that the defect is so severe that the child cannot carry on 
in the regular classroom, special sight saving classes and hard of hearing classes 
are available in the City of Toronto. By arrangement, pupils are accepted from 
other Metropolitan Toronto municipalities. 


SCHOOL VISION AND HEARING TESTING 


Vision Hearing 


By School of 


xX 
High School 
x 


At the secondary school level there has been an increasing health pro- 
gramme provided in most municipalities. The emphasis is placed on encouraging 
the student to take greater interest and responsibility for his own health. The 
school physicians, where provided, and the public health nurses find that a great 
deal of their time is occupied in personal health counselling. In this connection, 
three of the larger municipalities have special mental health services. The City of 
Toronto Board of Education has its own staff of psychiatrists, psychologists, and 
social workers. The City Health Department provides a comparable mental 
health service for the separate schools. In three municipalities, York Township, 
East York Township, and Leaside, local mental health clinics are available for 
the referral of school children. The other municipalities refer patients to 
out-patient mental health clinics in several of the general hospitals and to the 
three mental hospitals in Metropolitan Toronto.1 There are also two mental 
health clinics operated by voluntary agencies in Toronto. All larger municipali- 
ties have psychologists attached to Board of Education or Health Department 
staff for conducting routine psychometric tests to assist in assessing academic 
ability and progress. Thus, the Metropolitan Toronto area is well supplied with 
mental health facilities in comparison with many other areas of the Province. 
Even so, there is increasing demand for an extension of the services. 


bd bd bd bd Dd Dd rs i 
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A public health nurse in all municipalities in Metropolitan Toronto spends a 
considerable proportion of her time in duties related to the school health service. 
It is common practice for a nurse to spend most, if not all of her working 
morning in the school or schools which she serves. Her time is spent on 


1The Ontario Hospital in Toronto, the Ontario Hospital in New Toronto, and the Toronto 
Psychiatric Hospital. 
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interviews, routine inspections, admissions and exclusions in cases of communi- 
cable disease, preparing for the visits of the school physician, conferences with 
teachers, and routine testing procedures. The nurse also does home visiting in 
connection with the school health programme. 


A school dental service employing dentists on a full-time basis is provided 
by the local health department in five of the six municipalities which have 
full-time public health services. Two of the six municipalities with part-time 
services employ dentists on a part-time basis for their school dental services. The 
most common school dental programme provides routine dental examination and 
dental education. Treatment is usually limited to dental emergencies occurring 
while the child is in school and to the care of children who are wards of the 
Children’s Aid Societies, or whose parents are in receipt of public assistance. 
There are three exceptions to this general pattern in the Metropolitan Toronto 
area. In three large municipalities dental treatment, except that of a special 
nature such as orthodontia, is available to all school children at the request and 
with the permission of their parents. In one of these municipalities, North York, 
the budget for this service approaches one-third of the public health depart- 
ment’s total annual expenditures. 


SCHOOL DENTAL SERVICES 


No Health Examination Treatment Treatment 
Municipality Department and of Indigents for All on 
Service Education Only Request 

Morente... fe. eset es ae x x 
Etobicoke.........--- ae xX 
North York...... raee 5 ke x a 
EST ae ne x x 
Scarborough .....cccceces x 
WestOnwmrarc ts = s'< ccs .0 «0s x 
REN ois ce ees © re x 
MaM1CO™. tcl televs o's «2% Bee By Board of Education 
New boronto:.. 02.20.66 xX 
TOG ADC cc aes a0 025 x 
MOTOS TUT, ss ola o 2 6 2,008 xX 
East York-Leaside...... x 


In the Metropolitan municipalities the local health departments provide an 
opportunity for the school child to receive reinforcing immunization during 
school life against smallpox, diphtheria, tetanus and poliomyelitis, at least to 
Grade VIII, and in a few instances through secondary school. 


Mental Health 

Mental health services are provided by the municipalities in Toronto and 
York Township. The Division of Mental Health of the Ontario Department of 
Health provides a full-time mental health clinic to serve East York—Leaside. 
Mental health services are provided by out-patient departments in the larger 
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general hospitals and three mental hospitals in the Metropolitan Toronto area. 
Two clinics are provided by voluntary agencies, the Canadian Mental Health 
Association and the Social Planning Council of Metropolitan Toronto. Recently, 
public health departments have been assuming a more active role in the home 
supervision of persons with mental illness. This may be in the nature of home 
visits by public health nurses and/or social workers following discharge from 
hospital or while under the care of an out-patient clinic. The local health 
departments also are frequently requested to assist in arranging mental hospital 
admissions and in providing transportation to clinics and hospitals, etc. 


Although the Metropolitan Toronto area has many mental health facilities 
and services, waiting lists for appointments in the various clinics are extensive. 
Several of the medical officers of health expressed the opinion that additional 
mental health clinics were needed in their areas. At least two of the larger 
suburban municipalities wish to have local mental health clinics established in ~ 
the near future. 


Industrial Hygiene 


Metropolitan Toronto is an active industrial centre containing many diver- 
sified industries.._The employed labour force is scattered throughout the entire 
area and many people work in municipalities other than that in which they 
reside. Many larger industries provide a medical and nursing service for their 
employees; others provide nursing and first-aid service only; some, of course, 
provide no service. 


The Industrial Hygiene Division of the Ontario Department of Health has a 
staff of physicians with special training in industrial medicine, as well as 
physicists and other specially trained personnel. The services of these specialists 
are available to local health departments and to industry for consultation and 
advice. 


The role of the local health departments in the field is principally one of 
assistance in certain programmes, such as group immunization of employees. 
Public health nurses in a local health department may be requested to make 
home visits to sick employees. Industrial nurses frequently seek assistance from 
their local health department in preparing educational programmes in the field of 
accident prevention, immunization, etc. Audio-visual materials, such as films, 
posters, and pamphlets are supplied on request. Local health departments also 
make the services of their sanitation staff available to industry. The inspectors 
may advise on cafeteria facilities or other matters in the field of environmental 
sanitation. 


Care of the Aged 


Only the Scarborough Health Department in Metropolitan Toronto provides 
a clinic for the routine examination of older people. Any resident over 50 years of 
age may receive an appointment for a complete medical history, physical 
examination, and certain routine chemical laboratory tests. In the other 
municipalities the Health Departments co-operate with private physicians and 
hospital out-patient departments in providing public health nursing services for 
the elderly in the home. Bedside home nursing is provided by the visiting nurses 
of the Victorian Order of Nurses and the St. Elizabeth Nursing Association. The 
City of Toronto has a Pilot Home Care Programme serving selected cases, 
including older people. 
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The generally expressed opinion of the personnel of the local Health 
Departments in the Metropolitan Toronto area is that the following provisions 
are needed for elderly people living at home: 

1. Bedside nursing service. 

2. Homemaker service if only for a short period each day or even two or 

three days a week. 
: Sg al dwellings with central dining rooms to provide adequate 
meals. 
. Friendly visiting by members of the community. 
Travelling library facilities for “shut-ins”’. 
. “Meals on Wheels’, a house-to-house hot meal service. 

The problems of this age group are being brought to the attention of the 
local Health Departments with increasing frequency, and efforts are being made 
to find solutions to their common health problems. 


Aap 


Relationship with Other Agencies 


Medical Officers of Health are not members of any hospital boards in the 
Metropolitan Toronto area but some of the full-time ones are on the staff of local 
hospitals, either as members of the consulting or courtesy staff. Others have no 
official staff appointments but are consulted on special public health problems 
which may arise in a hospital. Those part-time health officers who are in active 
practice usually have staff appointments in a local hospital. Some health officers 
have teaching duties in the hospital schools of nursing. 


There are a great many voluntary and semi-official agencies in the health 
and welfare field in Metropolitan Toronto and all the Medical Officers of Health 
are associated with their programmes to some degree. There are close working 
arrangements with the Ontario Society for Crippled Children, the local Cancer 
Societies, Children’s Aid Society, Red Cross Societies, Canadian National Insti- 
tute for the Blind, the Family Service Bureau, and the Visiting Homemakers 
Association, to mention but a few. The public health nurses, in particular, have 
considerable contact with these agency programmes. 


OTHER ORGANIZED COMMUNITY HEALTH SERVICES 


Except for the public health departments which were visited, time did not 
permit visits to the many individual programmes, facilities, and agencies in 
Metropolitan Toronto, as was done in the field studies described in Appendixes 
I to III.) Data on these were obtained from the extensive existing sources of 
information, in particular, the numerous publications of the Social Planning 
Council of Metropolitan Toronto, including those related to the General Needs 
and Resources Study, 1961-1963," and the various reports on hospital needs of 
the Committee for the Survey of Hospital Needs in Metropolitan Toronto, 
1961-1963.2 These are public documents and reference should be made to them 
for specific details on individual programmes and services. 


1 There are over 100 organized programmes related to health in Metropolitan Toronto. 

2A Study of the Needs and Resources for Community-supported Welfare, Health, and Recre- 
ation Services in Metropolitan Toronto, Toronto: Social Planning Council of Metropolitan 
Toronto, 1963. 

3 See Bibliography, pp. 325-328. 
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